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PREFACE. 



No one appreciates more fully than the Author the inadequacy of 
this little work for a thorough study of Gynaecology. This has not 
been the aim. He only hopes that as a means of review and as a 
summary of the results of more extensive reading, the student may 
find the work of some value. The Author wishes also to state that 
in its compilation he has freely consulted, and made use of, the 
standard works of Hart and Barbour, Thomas, Schroeder, The 
American System of Gynaecology, notes on the lectures of Prof. 
Geo. M. Tuttle at the College of Physicians and Surgeons, New 
York, and numerous journals. 

New York, February Isty 1890. 
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ESSENTIALS OF GYNilCOLOGY. 



What is inclnded in the term external genitals ? 

That portion of the genital tract which is visible when the patient 
is in the dorsal position, with knees elevated and the labia separated 
with the fingers, viz. : Mons Veneris, Labia Majora, Labia Minora^ 
Clitoris, Vestibule, Fourchette and Fossa Navicularis. 

What other terms are in common use for the external 
genitals ? 

Pudendum and Vulva. 

The term vulva is inexact, as it originally apphed to the labia, 
nevertheless it is in common use. 

What comprise the internal organs of generation? 

The Uterus, Fallopian tubes and Ovaries. 

The Vagina connects the external with the internal generative 
organs. 

Budin regards the Hymen as anatomically a folding in of the 
vaginal walls. 

Mons Veneris. 
Describe. 

The Mons Veneris is a triangular projection, or cushion of adipose 
tissue, situated over the symphysis pubis. Anatomically, in addition 
to adipose tissue, it contains fibrous and elastic tissue. After 
puberty it is covered with hair, which has a tendency to curl, and 
is usually somewhat darker than the hair of the head. Numerous 
sebaceous and sweat glands are present. 

Labia Majora. 

Describe them. 

The labia majora are two folds of skin which extend from the 
mons veneris in front to meet in the fourchette posteriorly ; they 
2 17 
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are covered externally with coarse hair, and richly supplied with 
sebaceous and sweat glands ; they also contain adipose, fibrous and 
elastic tissue. Above, the round ligament can be traced into them on 
either side ; also the remains of the canal of Nuck, which sometimes 
continues pervious and admits of hernia. The inner surface of the 
labia is smooth, and somewhat resembles mucous membrane, a few 
fine hairs, however, are visible on close inspection. 

The labia majora in the virgin he in contact ; in old women they 
become atrophied and allow the labia minora to protrude. 

Tl: e arterial supply is the superficial perineal branch of the internal 
pudi^^ The veins communicate with the bulbs of the vagina and 
take the course of the arteriea The lymphatics empty into the 
inguinal glands. The nerve supply is from the superficial perineal 
branches of the internal pudic. 



Labia Minora. 

Describe. 

The labia minora, or nymphae, are two folds of muco-cutaneous 
tissue which arise about the middle of the labia majora on their 
inner surfaces, and extending upward divide into two portions ; the 
two lower uniting just below the clitoris to form the fraenum, the 
two upper just above the clitoris to form the prepuce. The venous 
supply is rich ; it communicates with the bulbs of the vagina and 
with the pudic and perineal veins. The arterial supply, nerves and 
lymphatics are the same as for the labia majora. The sebaceous 
glands are very abundant. 

Clitoris. 

Describe. 

The clitoris, the analogue of the penis in the male, is situated at 
the apex of the vestibule ; it consists of a glans, a body and two 
crura. 

The glans, the only part visible, is a mass of erectile tissue, about 
the size of a small pea, very abundantly supplied with nerves and 
partially covered by its prepuce. 

The body also consists of erectile tissue ; it is about an inch long, 
Burrounded by a firm fibrous covering, and shown, on section, to 
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consist of two halves, corpora cavernosa, separated by an imperfect 
septum. 

The crura are two prolongations of erectile tissue with a dense 
fibrous sheath ; they arise from the anterior borders and inner sur- 
faces of the pubic and ischiatic rami, and extend forward to unite 
in the body just beneath the pubic arch. 

Give the vascular supply of the clitoris. 

-The arterial supply is from the two terminal branches of the in- 
ternal pudic. The blood is returned by the dorsal vein which empties 
into the vesical plexus. 

Describe the lymphatics of the clitoris. 

The clitoris is surrounded by a plexus of lymphatics which termi- 
nat&in the inguinal glands. 

Describe the nerve supply of the clitoris. 

The clitoris receives numerous laments both from the sympa- 
thetic system and fix)m the pudic nerve. 

According to Savage, '' small as this organ is compared with the 
penis, it has in proportion four or five times the nervous supply of 
the latter.*' 

What are tbe differences between the clitoris and the penis? 

The clitoris has neither corpus spongiosum nor urethra, both of 
which axe present in the penis. 

What are the points of resemblance between tbe clitoris and 
tbe penis ? 

They are both erectile. 

They each consist of a glans, a body and two crura. 

They each have two corpora cavernosa separated by an incomplete 
septum. The glans in each is partly covered by a prepuce, with 
its frsBnum attached below. 

What do we find in tbe female as tbe analogue of tbe corpus 
spongiosum in tbe male ? 

The bulbs of the vagina and the labia minora, which, in the 
female, lie at the side of the urethra, correspond to the corpus 
spongiosum in the male. 
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What in the male is the analogue of the labia majora in 
the female? 
The scrotum. 

Vestibule. 

Describe. 

The vestibule is a triangular area covered with mucous membrane, 
in the base of which is situated the meatus urinarius ; the apex lies 
just below the clitoris ; the sides are formed by the inner edges of 
the labia minora, the base by the upper margin of the vaginal 
orifice. Beneath the mucous membrane lies a venous plexus called 
the pars intermedia. The vestibule differs from the labia and mons 
veneris in having no sebaceous glands. 

Fourchette. 

Describe. 

The fourchette, or posterior commissure, is a mere fold of skin 
formed by the junction of the labia msgora at the anterior edge of 
the perineum. 

Fossa Navicularis. 

Describe. 

The fossa navicularis is a boat-shaped cavity which is formed 
between the lower portion of the hymen and the inner aspect of 
the fourchette, when the latter is pulled down with the finger, or 
the labia are separated. 

When the parts are at rest, no such hollow exists. 



Bulbs of the Vagina. 

Describe them. 

The bulbs of the vagina are two oval masses of erectile tissue 
situated on either side of the ostium vaginaB and base of the vesti- 
bule ; posteriorly, they he in contact with the anterior layer of the 
triangular ligament ; they are partially covered in front by the bulbo- 
cavemosi muscles ; they extend as high as the meatus urinarius, and 
are connected by the pars intermedia with the cavernous tissue of 
the cHtoris. Their size varies greatly from that of a bean, as given 
by Hart and Barbour, to a mass an inch and a half long. 
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Vulvo-Vaginal Glands. 

Describe. 

The vulvo-vaginal, or Bartholinian glands are small oval bodies 
about the size of an almond, lying just behind the lower exti-emities 
of the bulbs ; they lie behind the anterior layer of the triangular 
ligament, and each gland has a duct about half an inch in length 
which opens just in front of the hymen on each side. 

They secrete a glairy mucus which lubricates the parts. 

Hymen. 

Describe. 

The hymen is a fold of mucous membrane which surrounds the 
ostium vaginae ; it has a connective tissue framework, and contains 
blood vessels and nerves. 

According to Budin, it is an infolding of the entire vaginal wall. 

The hymen may be of several forms ; the most common being the 
crescentic. Other forms are the annular, making a ring about *»he 
ostium ; the cribriform, perforated by numerous small holes ; and 
the fimbriated, with a fringed edge. It is sometimes imperforate, 
a pathological condition. 

What valne has the hymen as a criterion of chastity? 

Very slight, as neither is its absence proof that intercourse has 
* taken place, nor is its presence an absolute proof to the contrary. 

What are the canmcnlae myrtiformes ? 

They were formerly regarded as the remains of the hymen, but 
are now considered the tags resulting fix)m the laceration, sloughing 
and cicatrization incident to childbirth. 



Vagina. 

Describe. 

The vagina is spoken of by Hart and Barbour as " a mucous slit in 
the pelvic floor;" it is the canal connecting the uterus and the 
vulva, lying between the bladder and urethra in front and the 
rectum behind ; its walls, which are anterior and posterior, are 
normally in contact. 
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The anterior wall measures 2-2} inches in length, the posterior 
3-3} inchea The anterior wall is shorter than the posterior, from 
the fact that the uterus is set into the anterior wall 

The vagina is very dilatable, and when distended is conical in 
shape, being much more roomy above than below. 

The vaginal walls on section are seen to consist of three layers : 
1, mucous ; 2, muscular ; 3, connective tissue. 

The mucous membrane on both anterior and posterior walls presents 
at the lower portion of the canal numerous ridges or rugae, extending 
transversely from a central column ; the anterior being the more 
distinct The epithelium covering the mucous membrane is of the 
squamous variety. 

The muscular coat consists of two layers of unstriped muscle, the 
inner being longitudinal (Henle) and the outer circular. 

The outer coat is of connective tissue, and contains the external 
plexus of veins. 

The roof, or fornix of the vagina, that portion of the canal sur- 
rounding the cervix, is, for convenience, divided into four portioas : 
the anterior fornix, the posterior fornix, and the lateral fomices ; 
of these the posterior is the deeper. A very few mucous glands are 
found in the vagina. The secretion is an acid mucus. 

What is the arterial supply of the vagina ? 

The arterial supply is from the vaginal aiteries, which supply the 
lateral walls ; branches of the uterine arteries supplying the upper 
extremity, and branches of the pudendal arteries supplying the lower 
extremity. These anastomose with each other and with the vesical 
and rectal arteries. 

Describe the veins of the vagina. 

The vaginal veins form plexuses which surround the canal like 
sheaths ; one being external to the muscular layer, the other just 
beneath the mucous membrane. 

''These communicate freely with the pudendal, vesical and hemor- 
rhoidal plexuses below, and with the plexuses of the broad ligament 
above.'* These veins contain no valves. 

Describe the lymphatics of the vagina. 

The lymphatics of the lower fourth of the vagina, together with 
those from the external genitals enter the inguinal glands. 
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The lymphatics from the upper three-fourths of the vagina join 
with those from the cervix and bladder, and enter the iliac glands. 
According to Le Bee, they enter the obturator glands. 

Describe the nerve supply of the vagina. 

The vagina is supplied by branches of the inferior hypogastric 
plexuses of the sympathetic system. These plexuses lie on 'either 
side of the vagina. 

Give the relations of the vagina. 

The anterior vaginal wall is connected in its lower half with the 
urethra, in its upper half with the neck and fiindus of the bladder ; 
the former connection is much more intimate than the latter. The 
posterior vaginal wall in its lower fourth lies in connection with the 
perineal body, in its middle two-fourths with the rectum, in its upper 
fourth with the cul-de-sac of Douglas, The anterior fornix is distant 
1} inches firom the utero- vesical pouch, and through this fornix can 
normally be felt.the body of the uterus and the angle it makes with 
the cervix. 

The posterior fornix is in contact with the cul-de-sac of Douglas. 
The lateral fomices are in relation with the bases of the broad liga- 
ments, and through these fomices can normally be felt the vessels of 
the broad ligament, and occasionally the ovary and tube of that side. 

The vagina makes an angle of 60° with the horizon when the 
woman is erect 

Uterus. 
Give the gross anatomy. 

The uterus, the organ of gestation, is a hollow, pear-shaped organ, 
flattened antero-posteriorly , situated in the pelvis between the bladder 
and rectum. It measures in the virgin about 3 inches in length, 2 
inches in breadth, at the level of the Fallopian tubes, and one inch 
in thickness. The weight of the virgin uterus varies from 1 to 1 } oz. 

It consists of three portions : the cervix, body and fundus. 

As viewed externally, the uterus, on its anterior surface, is nearly 
flat, its posterior surface convex ; a little below the centre is a slight 
constriction called the isthmus. 

The cervix is that portion of the uterus below the isthmus, and 
which projects in part into the vagina. 
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• The body is that portioD between the iathmua and the line joining 
the eotraDCQ of the Fallopian tubes. 
The fondus is the portion above this line. 

SeBcribe the nterine canaL 

The ut«rine canal meaeurea normally 2} inches, and holds about 
12 drops ; the cerrica! portion of the canal is spindle-shaped ; the 
reminder is triangular, with anterior and posterior walls in contact 

What are the openings mto the nterine cavity T 

There are three ; the os ezteraum, which communicates with the 
vagina ; and the orificea of the Fallopian tabes at the upper angles, 
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which connect the uterine with the peritoneal earity. The os 
iDtemum connects the cavity of the cervix with that of the body. 

What diviBioiu of the cervix are made t 

Schroeder divides the cervix into three portions, as seen from the 
accompanying figure, (Fig, 1, a, b, c). 

a. The infra-vaginal portion. 

b. The intermediate portion. 
c The supra-vaginal portioa 
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The infta-TB^Dal portion of the cerv'a (a) is that below the level 
of the attachment of the anterior vaginal wall. 

The supra-vaginal portion (e) ia that above the level of the attach- 
ment of the posterior vaginal wall 

The iuterme^te portion {b) is that between the infra- aod snpra- 
TBginal portions. 
What portioiu of the cervix project into tiie vagina ? 

The inira-vagiual portion of the anterior lip, and the infra-vaginal 
and intermediate portions of the posterior lip. 

For practical pnrposes, it Js Bufficient to divide the cervix into the 
supra-vajfinal portion, thai above the attachment of the vagina ; 
and the infra-vaginal, that within the vagina. 

What ate the three elements in the stracture of the utems 1 

1. The mucous membruna 

2. The muscular coat 

3. The peritoneal coat. 



UucooB Membrane of the TTtems. 

Describe that of the cervix. 

The mucous lining of the cervix differs from that of the body of 
the uterua. In the cervix it ia thrown into folds presenting the 
arbor vitte appearance, there being a central ridge on both anterior 
and posterior walls, and from these ridges secondary ridges exteod- 
bg obliquely. 

The anterior and posterior ridges are not directly opx>osite, but fit 
past one another. The epithelium is ciliated on the ridges, oon- 
(sliated in the depressions (de Sinety). 

The muoona membrane covering the vaginal portion of the cervix 
closely resembles that of the vagina, coneistinj 
covered by squamous epithelium. 
Describe the mncoos membrane of the boi 

The mucous lining of the body of the uter 
and of a grayish red color ; it is directly eonne 
lar coat, with no submucous layer. It average 
in thickness, and consists of columnar, ciliated 
of connective tissue between whose fibres nui 
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are fooncL The mucous membrane is thickly studded with glands, 
the utricular glands, which penetrate the whole thickness of the 
mucous layer. These glands are of the tubular variety, and are fre- 
quently bifurcated at their blind extremities. They are lined with 
prismatic ciliated epithelium, resting on a thin membrana propria. 
Their direction is not at right angles to the surface, but, according 
to Turner, more or less oblique. 

Describe the muscular structure of the uterus. 

The muscular structure of the uterus is most marked afler im- 
pregnation ; it can then be separated into three layers : — 

1. The external, superficial or longitudinal 

2. The middle or oblique. 

3. The mtemal or circular. 

The external layer is most distinct on the anterior and posterior 
surfaces, where it is seen to consist of fibres running up longitudi- 
nally over the fundus ; it sends fibres into the broad, round, ovarian 
and utero-sacral ligaments and also into the Fallopian tubes. 

The middle, or oblique layer has no regular arrangement ; some of 
the fibres run longitudinally, some transversely and some obliquely ; 
they surround the blood vessels, and on this account this layer is of 
great importance ; it constitutes the chief portion of the uterine wall 

The internal or circular layer shows fibres arranged in a circular 
manner, most distinct around the orifices of the Fallopian tubes and 
at the 08 internum. 

Describe the peritoneal coat of the uterus. 

The peritoneum covers the anterior surface of the uterus above 
the level of the internal os ; it extends over the fundus, covers its 
posterior surface as low as the attachment of the posterior vaginal 
wall, and extends down the latter for about an inch. 

Describe the arterial supply of the uterus. 

The uterus is supplied by the uterine and ovarian arteries, as seen 
by the accompanying figure. (Fig. 2.) 

The uterine artery arises from the anterior division of the internal 
iliac, runs between the folds of the broad ligament to about the 
level of the os externum, and then turns upward along the side of 
the uterus to unite with the descending branch of the ovarian arteiy ; 
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it gives off numerous lateral branchea to the uterus, ! 

with those of the oppofdte side ; these are very tortuous and a 

called the " curling arteries of the uterus." 
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Sometimes the vagiDal artery springs directly fi'om the uterine. 

Opposite the internal os, the uterine artery gives off a branch 
which, uniting with its fellow of the opposite side, surrounds the 
cervix and is called * * the circular artery. * * 

The ovarian artery arises du^tly from the aorta, runs between the 
folds of the broad ligament, at its upper part, to the upper angle of 
the uterus ; it gives off a few large vessels to the outer extremity of 
the tube, and then a number of very tortuous vessels which sur- 
round the ovary. 

Just before reaching the uterus, it gives off a number of branches 
to the proximal extremity of the tube and one to the round liga- 
ment 

At the angle of the uterus it divides into two branches ; one sup- 
pKes the fundus and anastomoses with its fellow of the opposite 
side ; the other descends along the side of the uterus and anasto- 
moses with the uterine artery. 

The arterial supply of one side alone has been described, but the 
description applies equally well to the other side. 

Describe the venous supply of the uterus. 

The uterus is surrounded beneath the peritoneum by a plexus of 
veins, called the uterine plexus ; this receives the blood from the 
uterine walls and communicates with the vaginal and vesical plexuses 
below and the pampiniform above ; it empties into the internal iliac 
and ovarian veins. 

Describe the lymphatics of the uterus. 

The lymphatics from the body of the uterus join with those from 
the ovary and tube and terminate in the lumbar glands. 

The lymphatics fix)m the cervix pass beneath the base of the 
broad ligaments to the hypogastric glands. 

According to Le Bee, they terminate in the obturator glands. 

Oive the nerve supply of the uterus. 

The chief nerve supply of the uterus is fix)m the inferior hypo- 
gastric plexus of the sympathetic. 
The cervix also receives branches frx)m the upper sacral nerves. 

What is the normal position of the uterus ? 
This question has been frequently discussed and at gseat length. 



MUCOUS MEMBRANE OF THE UTERUS. 29 

It is now sufficient for practical purposes to say that tlie uterus, 
when the pelvic organs are normal and when bladder and rectum are 
empty, hes slightly anteflexed and slightly anteverted ; but the posi- 
tion is constantly changing with the degree of distention of the blad- 
der and rectum, especially the former. 

What are the ligaments of the nterus ? 

There are two utero-vesicaJ Ugaments, two round, two broad and 
two utero-sacraL 

Describe the utero-vesical ligaments. 

They are two folds of peritoneum passing between the bladder and 
the lower portion of the uterus on each side. 

Describe the round ligaments. 

They are two musculo-fibrous cords, 4-5 inches in length, which 
extend from the superior angles of the uterus, in the anterior folds 
of the broad Ugaments and below the Fallopian tubes, forward and 
outward to the inguinal canal ; thence through this canal where they 
terminate in three points of insertion : the external, middle and 
internal The external blends with the outer pillar of the ring near 
Gimbemat's Ugament The middle terminates in the upper portion 
of the external ring. The internal unites with the conjoined tendon. 
Besides muscular and fibrous tissue, these Ugaments contain areolar 
tissue, vessels and nerves. 

They are of importance as being those shortened in Alexander's 
operation. 

Describe the broad ligaments. 

They are two folds of peritoneum which extend from the sides of 
the uterus to the wall ot the pelvis, '* along a line which is situ- 
ated between the* great sacro-sciatic notch and the margin of the 
obturator foramen as far down as the level of the ischial spine." 
The inner and greater part of its superior border, on each side, is 
occupied by the Fallopian tube ; the part of the superior border not 
so occupied is called the intimdibulo-pelvic Ugament 

What two folds are made in the broad ligament in addition 
to that occupied by the Fallopian tube ? 

An anterior fold caused by the round Ugament and a posterior fold 
caused by thejovaiian Ugament 
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Describe the ovarian ligament. 

It is a fibro-muscularcord about an incb in length, which connects 
the ovary with the. side of the uterus, just below the entrance of the 
Fallopian tube. It lies in, and is surrounded by, the posterior fold 
of the broad ligament. 

What are contained between the folds of the broad ligament 
on either side? 

The round ligament, Fallopian tube, ovarian hgament, the paro- 
varium, cellular tissue, uterine and ovarian arteries, the pampiniform 
plexus and other veins, numerous lymphatics and nerves. 

The ovary is attached to the anterior fold of the broad ligament 
and projects through the posterior fold. 

Describe the ntero-sacral ligaments. 

They are folds of peritoneum containing muscular and cellular tis- 
sue, which extend from the lower part of the sides of the uterus, 
backward and outward to the second sacral vertebra. 

What is the meaning of the term '^nterine appendages," as 
usually employed ? 

The Fallopian tubes and ovaries. 

Fallopian Tubes. 

Describe them. 

They are two tubes 3-5 inches in length, which extend laterally 
from the superior angles of the uterus ; they lie within the folds of 
the broad ligaments, and their direction is first outward, then for- 
ward, backward and inward toward the ovary. 

They are divided for consideration into three portions : the isth- 
mus, the ampulla and the fimbriated extremity. 

The isthmus is the narrowest portion ; it measures about an inch 
in length, and extends from the angle of the uterus directly outward, 
joining the ampulla ; its lumen is only large enough to admit a fine 
bristle. 

The ampulla is the curved, dilated portion of the tube ; its lumen 
admitting an ordinary uterine sound. 

The fimbriated extremity (inftindibulum) is the expanded, funnel- 
shaped outer end, which is surrounded by fringe-like processes (fim- 
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bri»), both primaiy and sccondaiy, the latter arising from the 
former, which are 4-5 Id number. The longest of the primary 
fimbriae lies to the inner side, is grooved, and is attached to the 
ovary ; this is called the fimbria ovarica. 

The tubes, on section, are seen to consist of four layers or coats ; 
the peritoneal coat ; two muscular coats, the ouler being longitudinal, 
the inner circular ; and a mucous coat 

There is no submucous layer. 

The mucous membrane is thrown into longitudinal folds ; the epi- 
thelium is columnar and ciliated. 

Give the arterial supply of the Fallopian tubes. 

The Fallopian tubes are supplied by the ovarian arteries, which 
send branches directly to the outer and inner portions of the tube 
and supply the middle third through branches from the plexas 
about the ovary. 

Describe the veins, lymphatics and nerve supply of the Fal- 
lopian tubes. 

The veins of the tubes enter the pampiniform plexus on either 
side. 

The lymphatics join with those from the upper part of the uterus 
and from the ovary, and terminate in the lumbar glands. 

The nerve supply is from the inferior hypogastric plexuses. 

What is the supposed direction of the current in the motion 

of the ciliae of the epithelium in the uterus and tubes ? 

In both cases toward the ftindus ; in the uterus, from below 

upward ; in the tubes, from the fimbriated extremity toward the 

uterus. 

Ovaries. 

Give their gross anatomy. 

The ovaries are two ''flattened ovoid'* bodies l3nng in the plane 
of the brim of the pelvis, on either side of the uterus. According 
to Coe, they are attached to the anterior folds of the broad li<ra- 
ments, and project through the posterior. They are situated below 
the outer extremities of the tubes. 
, They present for consideration two borders, an anterior and pos- 
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tenor ; two sar&ces, a superior and an inferior ; and two extremi- 
ties, an outer and an inner. 

The anterior border is nearly straight ; the posterior is convex. 

The anterior border is called the hilum, and serves for the en- 
trance of blood vessels and nerves. 

The superior surface is nearly flat ; the inferior is convex. 

The outer extremity is broad and convex ; the innei^ is narrow and 
tapers into the ovarian ligament 

An ovary averages about 1} inches in length, f of an inch in 
breadth* and i an inch in thickness ; it weighs about 87 grains. 

Give the minnte anatomy of the ovary. 

The ovary, on section, is seen to consist of a medullary and cor- 
tical portion ; the former being more vascular and of a softer con- 
sistency than the latter. The microscope shows connective tissue 
with numerous Graafian follicles scattered through it, blood vessels, 
lymphatics, nerves and unstriped muscular fibres. 

The ovary is usually regarded as covered by a layer of short 
columnar epithelium, *' germinal epithelium," from which the primi- 
tive ova are supposed to spring. (Tait, on the other hand, regards 
the ovary as entirely covered by peritoneum.) 

The layer of *' germinal epithelium " rests on a thin, dense mus- 
culo-fibrous layer, called the tunica albuginea. 

The Graafian, follicles are small vesicular bodies, more numerous 
and smaller in the cortex than in the medulla, with the exception of 
a few which have matured and have approached the surface of the 
ovary from the meduDa. 

Foulis estimates that at birth each human ovary contains not less 
than 30,000 Graafian follicles (Playfair). 

Oive the structure of a Oraafian follicle. 

On examining a Graafian follicle from without inward, we find 
the following structures see (Fig. 3) : — 

The tunica Jihrosa^ which is highly vascular ; within this the 
tunica propria^ of more condensed connective tissue ; within this is 
the memhrana granulosa^ a layer of columnar epithelium which 
encloses the liqu/)r foUicuU ; at one side there is a cellular eminence 
called the discus proUgerus^ which encloses the ovum. The outer 
covering of the ovum is the vitelline membrane^ or zona pettudda^ 
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aniToaDding tbe viuDvg or j/eU;. At one point of the latter ia aeen 
the germinal v&acie, and within thia the germinal spot. A Graafiau 
follicle measures &om y^ to ^ inch in diameter ; s. genuinal spot 
uot over j^ inch. 
Oire the arterial and Tenou sopply of the ovariei. 

The ovaries are supphed by the ovarian arteries, which ansa 
directly irom the aorta. 

The veins of the ovaiy emei^ at the hilum and enter the collec- 
tion of veins called the ' ' bulb of the ovaiy. ' ' This c 
vith the veins irom the Fallopian tabe and upper portioi 



Dlt«niuiiiiliG8«ctI(niDrOruflSD Foiricle. 
1. Omm. 3. HembrauB Kranulosa. 3. EitemiL membrane of GraaSin (bllicle. 
4. lU TCBulg. 6. Onriui stroma. 6. Carltf or ansflui riiUlde. 7. EkUiiuI 
GontlDgoroiarT- 

uterus, forming a collection called the pampiniform or ovarian 
plexus ; from this springs the ovarian vein, which, on the right side, 
terminatea in the inferior vena cava, on the left side, in the left 
renal vdn. The left ovarian vein has no valve at its termination. 
Some apply the term pampiniform plexus to all the veins in the 
broad ligament. ' 
Oive tlie lymphatioB and nerve supply of the ovary. 

The lymphatics join with those Irom the tnbc and upper portion 
of thp uterus and terminate in the lumbar glanda. The nerve sup- 
ply is from the inferior hypogastric plexus. 
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if Aa petition of the long axis of the ovary? 
Hue rineiitkm ha« been much discussed. The long axis of the 
0narj maj be regsaded as lying a Uttle obliquely to the transversa 
ask of the pelvis, and with a direction slightly backward. His 
de^enbes the long axis as vertical, but this does not coincide with 
the results of autopsies where the pelvic contents have been normal 

Farovarinm. 
Seseribeit 

The parovarium, which is the remains of the Wolffian body, con- 
Mste of a series of tubes situated between the folds of the broad 
ligament, on either side of the uterus, and lying between the am- 
pulla of the tube and the hilum of the ovary. 

One of the tubes is horizontal and runs toward the uterus ; the 
others are nearly vertical, converging toward the hilum ; they vary 
greatly in number, in fact, from 6 to 30. 

The outer 6-10 have a well-marked lumen and are lined with 
ciliated epithelium ; those internal to these are merely fine fibrous 
cords. 

The horizontal tube running toward the uterus is called the duct 
of Gr^rtner. The parovarium is of pathological importance, as occa- 
sionally the seat of cysts. 

What in the male eorresponds to the parovarium in the 
female? 

The epididymis. 

Urinary Tract. 

Describe the urethra. 

The female urethra is a musculo-membranous canal about If 
inches in length, imbedded in the anterior vaginal wall, and extend- 
ing from the vestibule to the neck of the bladder ; it runs upward 
and backward, '' parallel with the plane of the pelvic brim.'* 

It consists of three coats; the outer two being muscular, the 
inner, mucous membrane. 

Of the muscular coats, the outer is circular, the inner longitudi- 
nal. The mucous membrane in the lower portion of the canal m 
covered with squamous epithelium, while higher up the epithelium 
is transitional, like that of the bladder. 
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The meatus urinarius, the outer extremity of the urethra, is situ- 
ated in the median line at the base of the vestibule. 

Describe Skene's tubules. 

Just within the meatus, on each side, are the openings of Skene's 
tubules, which he describes as lying near the floor of the urethra, 
just beneath the mucous membrane, and extending parallel to the 
canal about three-fourths of an inch. Their ftinction is unknown. 



Bladder. 
Describe it. 

The bladder is a hollow musculo-membranous organ, situated in 
the pelvis *' between the symphysis pubis in front and the vagina 
and uterus behind. ' ' 

The bladder presents for consideration a body, a base or fundus, 
and a neck. The body is all that portion above the lines joining the 
ureteric openings and the centre of the symphysis pubis. 

All below these lines is the base or fundus. The portion of the 
fun Jus between the urethral and ureteric orifices is the trigone. 

The constricted portion continuous with the urethra is the neck. 

The wall of the bladder consists of three coats : a peritoneal, a 
muscular and a mucous. 

The peritoneal coat is found only on the sumnyt of the bladder 
and on the upper part of the posterior surface. The muscular coat 
consists of two layers : an outer longitudinal and an inner circular ; 
the latter being most marked around the urethral orifice. 

The mucous membrane consists of several layers of transitional 
epithelium resting on a membrana propria ; the superficial cells are 
squamous. 

The mucous membrane is thrown into numerous folds, except at 
the trigone, where it is more closely connected with the underlying 
tissue. 

The mucous membrane is supported by a submucous layer of fibrous 
and elastic tissue, containing blood vessels, lymphatics and nerves. 

What is the arterial supply of the bladder and urethra ? 

The bladder receives its arterial supply from the superior, middle 
and inferior vesical, and from branches of the uterine and vaginal 
arteries. 
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They are all denred from the amcnor frtsMi of the iDternal 
iliac. 
The UF^him b supplied by hraiicliee &oai the Tigiiial aitaieB. 

What is the yenons t^plj of tte Mt^iier and mrethra? 

*^ The Teins fonn a comi^cated plants Toond the neck, sides and 
base of the bladder/* iGriy.) 

This Lb called the Tesical plexus ; it lies extenial to the nmscnlar 
coat and tenninates in the internal iBac rein. 

The nrethra is surrounded by a Tmoos plexus which oommuni- 
cates with the vaginal plexus. 

Give the lymphatic and nerre rapplj of the Uadder and 
urethra. 

The lymphatics of the Uadd^ and urethra empty into the hypo- 
gastric glands. Their nerve supply is derived from the inferior 
hypogastric plexuses of the sympathetic ssrstem, and from the ^ 
and 4th sacral nerves of the cerebro-spinal system. 

What are the principal venous plexuses of the pelvis f 

The vaginal plexuses^ 

The vesical plexus. 

The hemorrhoidal plexus. 

The uterine plexus. 

The pampiniform, or ovarian plexn& 

The bulb of the ovaiy. 

Deicribe the course of the ureters in the pelvis. 

Th(! ureters cross the external iliacs just beyond the bifrircation of 
the (M)umon iliacs ; they then pass downward and outward along the 
lut^tral walls of the pelvis, enter the broad ligaments and run forward 
and inward. At the level of the internal os they are crossed by the 
utijrino artcrieH(Mee Fig. 4), and are there situated about half an inch 
IVom the ut<;ru«. Tlu;y pass alongside of the vagina a little way, 
(Minvc^rgo Htill m(»re, crit(jr the vesico-vaginal septum and pierce the 
bliuldcr a little ulx>ve the middle of the anterior vaginal wall ; they 
are lioreMe|mrat<<(l two inches from each other and one-half to three- 
IburtltM of au inch from the cervix. 



BecttuQ. 

Seicrlbe. 

The rectum ia the lower extremit; of the large iat«stiae, about 8 
inches m length, ezteitding from near the left sacro-iliac gynchron- 
dro«a to terminate in the anus between the ooet^^ and perineum. 



DrmvlDg fiom ■ dissection made to show nlitioDf of ureUrB, uterine srteriei, 
bladder, elc. {J. Orclg SmliA.) 

IBrough thauipof iho Tiglaa; R, WmldBr, ibs wBlVof which orecmdoiin'ioihi 

It presents three curves : — 

1. DowDward, backward and inward to the 3d sacral vertebm. 

2. Forward to the apex of the perineum. 

3. Backward to the anua. 

The rectum is invested b; peritoneum at iu upper part 
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It CK^nsisiA of a mucous aud a submucous layer and two muscular 
kyera — a Ic^ngitudinal and a circular, the former being external 

The mucous membrane is covered with columnar epitheiium anl 
contains numerous follicles of Lieberkiihn* 

At its lower portion the mucous membrane is thrown into perpen- 
dicular folds called columns of Morgagni ; the depressions between 
them being called the sinuses of Morgagni 

There are three oblique folds of importance, including not 
only the mucous and submucous layers, but part of the muscular 
aiat. 

One projects from the anterior wall 1 } inches from the anus. 

Awjther is on the right side near the sacral promontory, and a 
third is situated midway between the two, on the left side. 

The external orifice is guarded by the sphincter ani muscle which 
surrounds the canal, and is inserted into the coccyx behind and the 
perineum in front 

(Uve the vascnlar and nerve supply of the rectum. 

The arterial supply of the rectum is from the superior, middle 
and inferior hemorrhoidal arteries. The veins form a plexus beneath 
the mucous membrane which communicates with another surround- 
ing the exterior of the canal ; from this spring veins corresponding 
to and accompanying the arteries. 

The superior hemorrhoidal vein empties into the inferior mesen- 
teric of the portal system. 

The middle and inferior hemorrhoidal empty into the internal 
iliac of the general venous system. 

The lymphatics terminate in the sacral glands. 

The nerves are derived from the hypogastric and sacral plexuses. 

Give the relations of the rectum. 

At its upper portion the rectum is surrounded by peritoneum and 
lies in direct relation anteriorly with the cul-de-sac of Douglas. 

At about 3 inches from the anus the peritoneum leaves the rectum, 
which then lies loosely attached to the posterior wall of the vagina 
for 1 } inches. 

The remainder is separated from the vagina by the perineal body. 

Posteriorly, the rectum is connected at its upper part by the meso- 
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lectom to the sacrum ; at its lower part by fibrous tissue to the 
sacrum and coccyx. . 

On each side it receives the insertion of the levatores ani and is 
surrounded below by the sphincter anL 



Pelvic Floor. 

Describe the segpoients of the pelvic floor. 

According to Dr. Hart, the pelvic floor consists of two segments : 
the pubic and sacral ; the pvbic consisting of the bladder, urethra, 
bladder peritoneum and the anterior vaginal wall ; the sacral com- 
prising the rectum, perineal body and posterior vaginal wall 

According to the same authority, also, the pubic segment is made 
up of loose tissue, loosely attached to the pubes, and is drawn up 
during labor ; the sacral segment is made up of dense tissue, closely 
attached to sacrum and coccyx, and is driven down during labor. 

Describe the muscles and fascia of the i^elvic floor, as dis- 
sected from above. 

On examining the pelvic floor from abo .e, we find the pelvic fascia 
attached laterally to the brim of the pelvis, to the "spine of the 
ischium behind, to the lower portion of the symphysis pubis in 
front, and to a tendinous band — ' ' white line *' — joining the two latter 
points. Behind the spine of the ischium the pelvic fascia is con- 
tinuous with a thin layer covering the pyriformis muscle. At the 
*' white line" the pelvic fascia divides into the recto-vesical fascia, 
which covers the upper surface of the levator ani muscles, and the 
obturator fascia, covering the obturator muscles. The recto-vesical 
fascia arising from the *' white line *' extends downward and inward, 
and unites in the median line with its fellow of the opposite side. 
This forms a fascial diaphragm which is perforated by the rectum 
and vagina, to each of which it is firmly attached and furnishes a 
sheath from that point downward. The bladder and rectum also 
receive ligaments from this fascia. 

On removing this fascial diaphragm, we meet with a muscular 
diaphragm formed by the levator ani and coccygeus muscle of each 
side meeting in the median line. 
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The ooocygei arise finom the ischial spines, and are attached to th6 
sides of the lower segment of the sacnim and to Uie ades and ante- 
rior surface of the coccyx. 

The levatores ani arise from the posterico' aspect of the pahes, 
from the spine of the ischium and from the *' white line '* of the 
pelvic fascia connecting these i)oint8. They extend downward and 
inward and are attached to the yagina, the rectum, to eacK other 
and to the tip of the coccyx. This muscular diaphragm surrounds 
both vagina and rectum. 

The under sur&ce of this muscular diaphragm is covered by a thin 
layer of fascia which is attached on each side to the obturator &scia. 
On removing the muscular diaphragm with its upper and lower 
&scia, there remains, filling the pelvic outlet, the perineal body, the 
muscles of the perineum and the ischio-rectal fossa. 



Perineal Body. 

Describe. 

The perineal body is a mass of muscular, fibrous and adipose 
tissue, somewhat pyramidal in shape, lying between the lower ends 
of the vagina and rectum ; it measures 1} inches in height, IJ 
inches in breadth and } inch antero-posteriorly. Its base is covered 
by skin which is sometimes wrongly spoken of as *' the perineum/' 
which should always refer to the perineal body. 

The muscles which are attached to the perineal body are the 
bulbo-cavemosi, transversi perinei, sphincter and levatores anl 

Give the vascular and nerve supply of the perineal body. 

The arterial supply of the perineal body is from the internal 
pudics. 
The veins terminate in the pudic veina 
The lymphatics end in the inguinal glands* 
The nerve supply is from the pudic nerve. 

What are the ftmctions of the perineal body ? 

1. To prevent vaginal rectocele. 

2. To help form a compact pelvic floor. 

3. To serve as a fixed point for muscular attachment 
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Muscles of the Perineum. 

Name and describe them. 

On each side of the vaginal orifice we find three muscles : bulbo- 
cavemosus, ischio-cavemosus or erector clitoridis, and the trans- 
versus perineL 

The bulbo-cavemosus arises ^m the perineal body on each mde 
of the vagina, with its fellow encircles the vaginal bulbs and vesti- 
bule, and divides into three shps ; one going to the posterior surface of 
the bulb, another to the under surface of the corpus cavemosum of 
the cUtoris, and the third to the mucous membrane of the vestibule. 

The bulbo-cavemosi compress the bulbs of the vagina. 

The transversus perinei arises from the ramus of the ischium and 
is lost in the perineal body. 

The ischio-cavemosus or erector clitoridis, arises from the front of 
the tuberosity of the ischium and is inserted into the cms cUtoridiSb 

These muscles are suppUed by the internal pudic artery and by 
branches of the pudic nerve. 

The veins enter the pudic veins. 

The lymphatics terminate in the ingumal glands. 

Ischio-rectal Fossa. 

Oive its gross anatomy. 

It is a pyramidal-shaped area, largely filled with fat, situated on 
either side of the rectum ■; the sides aiB formed by the obturator 
intemus without and the levator ani within ; the base by the trans- 
versus perinei and the lower edge of the gluteus maximus. 

Describe the fascia covering the pelvic floor below. 

From without inward we find the superficial fascia in two layers, 
the external being continuous with the general superficial fascia of 
the body. The deep layer is attached to the border of the pubic 
arch in front and laterally ; posteriorly, it passes around the trans- 
versus perinei muscles and is attached to the base of the anterior 
layer of the triangular Ugament. 

Beneath the perineal muscles we find the triangular ligament, con- 
sisting of two layers of fascia, the anterior and posterior, filling in 
the pubic arch. 
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l>efili|Mnilrftfc»yj¥ic 

In Ibe ktter put of tW £r^ luo^ tkov appear in the foetus, 
on eitber side of tW pciudiv ^nswboe^ tW Wolfieu bodies, wUch 
play the put of teaywniy biar?^ TVy sdob vkber, and l^ the 
eiid of the 3d month haxv ba^<r ^sapfcaRdL haft their remains per- 
sist, b the femafe, ib the paiv«nmm and G^cftaer^s ducC At the 
inner side of the Wolftaa hodfeg tW' r i. appean an inTiginadon of 
ibe germ epithelium ; this det^ek^ps into the dact of Mndler, one 
for each WoUEbn body* lliese eoaksoe belov to form the uterus 
and vagina. 

The ovaiy first appears as a white ridge on the imm' side of the 
Wolffian body ; this ridge bang fbimed of oomiecdTe tissue ooTered 
with germ epithelium ; from the form^ is dereloped the stroma of 
the ovaiy, and from the hater are formed the Graafian fiJlides and 
ova. 

Until the latter part of the second monUi of festal life the urinaiy, 
genital and intestinal canals open into a common vault — the doaca. 
At about the 6th~7th week this common opening is divided into the 
anal opening posteriorly and the uro-genital anteriorly. This sepa- 
ration is completed by the formation of the perineal body at about 
the tenth week. 

The uro-genital canal is later divided into the urethra anteriorly 
and the vagina posteriorly. 



Fhysioal Examination of the Female Pelvic 

Organs. 

What art the methods of examination t 

L Non-itmtruiuontal. II. Instrumental. 
I. Noii-inHtnimuiital. 
ri« tim)KH)tiott of* oxUtrniil gonitalH ; only when especially indicated. 
f^ Kxtonial uhdoiuinitl oxutuinution. 
i\ Vtvcttml oxamlniitioii. 
it IKiimimal t^XiUiiliuitloti, with itM modifications. 

¥^ HlH'tHl OXiMlllimlioil, 
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What should you notice on inspection of the external gen- 
itals? 

1. Notice whether or not the valva is the seat of venerea] sores 
warts, ahsoesses, pedicuH, etc. 

2. Separate labia and notice condition of hymen and perineum, 
whether intact or lacerated ; the shape of hymen if intact If peri- 
neum lacerated, notice whether through the sphincter ani or not ; 
notice, also, condition of urethra. 

3. Tell patient to strain, and with labia still separated, notice 
whether anterior or posterior vaginal walls prolapse or not, thus 
forming cystocele or rectocele. 

What are the principal elements in a complete external ab- 
dominal examination? 

1. Position and Preparation of patient — ^Patient should be on 
back with knees drawn up ; the abdomen should be uncovered as 
low down as the pubes ; the latter not being exposed ; bladder and 
rectum should be empty. 

2. Inspection. — Observe the form and color; notice whether 
irregularities in form are present or not 

3. Palpation. — ^Use both hands ; they should be warm ; use the 
pahns and pahnar surface of fingers rather than their tips ; employ 
very Httle force. If a tumor is present, notice whether it is sohd or 
fluctuating, whether fixed or mobile ; if possible, determine whether 
or not it is attached to one of the pelvic organs. 

Notice whether it pulsates or is the seat of intermittent contrac- 
tions. 
Palpate inguinal regions for enlarged glands or hemise. 

4. Percussion. — ^Patient should be first percussed in usual manner 
while lying on back and then when turned on either side* 

Vaginal Examination. 

Describe the method of performing it 

Have the patient on back ; knees drawn up ; if a married woman, 
employ two fingers, if unmarried, use one. 

Have the examining finger or fingers well lubricated and folded 
into the palm until you approach the vulva ; then let them sweep 
over the perineum and fourchette between the labia till they enter 
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the vagiiuJ orifice. Do not pass from above downward over the 
clitori& After entering the vagina pass the finger or fingers back- 
ward toward the hoDow of the sacrom. 

What are the oontraindieationi to a Taginal examination? 

A vaginal examination should not be made in an unmarried 
woman unless there are strong reasons for suspecting trouble with 
the pelvic organs, and then only in the presence of a relative or 
female friend. 

It should not be made during a normal menstruation. 

What is the value of a yaginal examination per se t 

The value of a vaginal examination by itself is comparatively 
imiull ; and it is rarely employed save as a part of a bimanual 
examination. 

One can, however, determine the following points by a vaginal 
examination, and they should be carefully noted : — 

The condition of peiineum and vaginal orifice. 
Presence or absence of Painful Spots ; 

Spasm; 

Enlargement of vulvo-vaginal glands ; etc 
Condition of vaginal walls : — 

Heat; 

Moisture ; 
Presence or absence of 

Eugse; 

New growths ; 

Fistulse; etc. 
Projections of vaginal walls from 

FaBces in rectum ; 

Inflammatory deposits ; 

Tumors in the peritoneal pouches 



Condition of cervix : — 



Position ; 
Shape; 
Size ; 
Density ; 
Mobility ; 
Lacerated or not 
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Condition of 6s : — 

Size ; 

Shape ; 

Projections through it. 

Bimanual Examination. 

What is the method of performing it ? 

The position of the patient and the method of introducing fingers 
are the same as for the vaginal examination just described. As 
regards which hand shall be used internally, the right is usually 
employed first; but to make a complete bimanual, it is best to 
employ internally the right hand for the right side of the pelvis, 
and the left hand for the left ; in this way the palmar surfaces of 
the internal and external fingers are approximated, and any depart- 
ure from the normal, on either side, is better mapped out than 
when the right hand alone is used for the internal examination. 

Describe the use of the external hand in the bimannal. 

The ulnar surface of the external hand should be used rather than 
the palm ; it should be applied to the abdomen a little above the 
pubes and steadily depressed toward the, opposing fingers within the 
vagina, while the patient relaxes her abdominal muscles and breathes 
quietly, with mouth open. 

Describe the use of the internal examining fingers in the 
bimanual 

• 

While the ring and little fingers are strongly flexed into the palm 
and the thumb hes on the pubes or between the thighs, place the 
middle examining finger on the cervix and the index in the anterior 
fornix and raise the uterus toward the external hand. The first 
step for the student in acquiring skill in the bimanual is to feel, 
through the abdominal wall, a body which transmits motion from 
the external hand to the finger on the cervix. This, in a normal 
case, is the frmdus of the uterus ; ftiture examinations will enable 
one to map out more and more the shape of the ftindus. 

What is a good order to follow in making a bimannal exam- 
ination? 
1. Determine the position of the uterus by attempting to approzi- 
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mate external and intenial fingers ; the internal being placed first on 
oervix, then in anterior fornix and then in posterior ; the external 
hand exerting counter pressure. 

2. Determine condition of tubes, ovaries and parametria ; using 
right hand internally for right side of the pelvis and left for left. 

Should you normally feel a hard body in any of fhe four for- 
nices of the vagina ? If so, which one, and what is it? 

Yes, in the anterior fornix ; the body of the uterus. 

Should you normally feel a hard body in the posterior or 
either of the lateral fomices ? 

No. 

What mass might yon feel in the anterior fornix ? 

1. A fibroid on anterior wall of the uterus. 
' 2. Inflammatory or blood eifusions, rarely. 

What mass might yon feel in either of the lateral fomictfl ? 

Inflammatory deposit from cellulitis or peritonitis. 
Blood effusion. 
Enlarged tube or ovary. 
Body of uterus latero-flexed. 
Lateral fibroid. 

What mass might yon feel in posterior fornix ? 

Displaced fundus. 

Faeces in rectum. 

Fibroid on wall of uterus. 

Peritonitic or cellulitic deposit. 

Haematocele. 

Displaced ovary. 

Tumor. 

Rectal Examination. 

What are the methods ? 

1. Simple rectal. 

2. Abdomino-rectal. 

3. Simon's method. 

What are the preliminaries to any rectal examination f 
Have bowels empty. - 
Tell patient what you are to do. 
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Have soap under finger-nail. 
Lubricate finger. 

How would you perform the simple rectal examination? 

Having observed the preceding preliminaries, pass the finger for- 
ward, noting the presence or absence of hemorrhoids, fissures, polypi, 
stricture, etc., till the cervix is felt, then pass along posterior wall 
of th^ Icterus. 

How would you perform the abdomino-rectal examination ? 

Passing the right index finger into the rectum as just described, 
use the left hand externally, placed on the abdomen as in the ordi- 
nary bimanual. 

What is Simon's method ? 

This consists in passing the whole hand, shaped like a cone, 
gradually through the anus into the rectum. 

What is the value of the different methods of rectal exami- 
nation? 

Both the simple rectal and abdomino-rectal are of especial value 
in virgins, where the ordinary bimanual is painful or objected to. 

By means of a volsella forceps you may draw down the cervix, and 
then, with finger in the rectum, palpate the posterior . surface of 
uterus, tubes and ovaries. 

The above methods of rectal examination are of value in any case 
where you wish to reach higher than is possible with the ordinary 
bimanual. 

Advantage is sometimes gained by making the rectal examination 
with patient in Sims' position. 

Simon's method is dangerous and seldom justifiable. 
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JHST&TSKENTS. 
Speonla. - 

What Bze the three claiiei of specula in most eoamon me T 

1. TheSpatular. 

2. The CyliodrieaL 

3. The Bivalve. 

Oive one of the best ezunples of the spatnlar variety; 
describe it. 
The Sims speculum (see Fig. 5) is the best example of this claaa ; 
it counts of two blades united hy a. handle at right angles to them, 



»ma' Bpeculnn. 

the blades being conves od the ^des fikcing each other, ooncare on 
the opposite. Many modificationa are made by which the length of 
blade, angle at which it joins the shaft, and weight of the whole 
instrumeDt are altered. One blade of the Sims speculum is usually 
made shorter aod emaller than the other. 

What are the advantages of Sims' speonlom 1 

It does Dot distort cervix. 

It gives a good view of all but the posterior vaginal wall, and is 
the best suited for operations on cervix and anterior vaginal walL 
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What are the disadvantages of Sims* speculuin ? 

It requires an assistant with some training to hold it 
It requires, in most cases, the use of a vaginal depressor, thus 
employing one hand. 

What is the proper position of the patient for the use of Sims* 
speculum ? 

A patient in the so-called " Sims position " should lie on her left 
side, with left buttock on the left comer of the table, as you face it ; 
the head being at the right comer of the head of the table, the left 
arm behind the patient ; the right arm should lie over the right 
edge of the table, the right shoulder being kept as near the table as 



Fio.6. 




possible. The knees should be drawn up, the right a little above 
the left. 

How would you introduce a Sims speculum ? 

Having placed the patient in the correct Sims position, select the 
blade you are to use ; warm and lubricate the convex side of it ; 
take the speculum in the right hand with the index finger lying in 
the concavity of the blade, and introduce finger and blade together. 
The breadth of the blade should be in line with the labia until it 
has entered the vaginal orifice ; it should then be rotated till the 
convexity lies in apposition with the posterior vaginal wall, which it 
should hug closely till the posterior fornix is reached and the index 
finger detects the cervix in front of it ; the speculum is then given 
to an assistant to. hold. Some introduce the finger first and paas 
the blade along it 



j-> ^ 
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How would yon hold a Sims ipeonlom T 
There are two toethols in oommon nse : — 

(a) One ia to grasp the out§ide Hade with the light land, tbe 
angle between blade and handle fitting over index finger, as aeon in 
Fig. C ; the ihnmb Ijing in the concavity of the blade over the 
angle. 

The right bnttock should be rai§ed with the left hand. 

(b) The other method is to grasp the handle of the spec^um with 
the right band, having the convexity of the ont«de blade rest in 
the hollow between the tbiimb and index finger. 

The right buttock being raised as in the otber method. 



What is one of the best examples of a oyllndrioal spocnlum 1 
Describe it 

The cylindrical speculum of Fergnsson (see Fig. 7] is probably the 
best of its class ; it is a cylinder of gUss or hard rubber, with one 
extremity beveled and the other trumpet-shaped. 

The glass ones usually present a mirrored surface from within. 

The beveled extremity is the one first introduced. 

What are the merits of the Fergnsson speonlnm T 

It is of very limited use ; it may be employed for inspecting the 
cervix or making applications to it. It is useless for operations on 
the cervix ; it is only partially self-retaining, and its introduction iD 
nuUipane is painful. 

How would yoa introdnee a Fergasson spaculnm T 

In this countiy the Fergnsson speculum is usually employed with 
the patient in the doisal position. 
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Separate the labia with the fiDgers of the left hand ; holding the 
tmui pet-shaped extremity with the right hand, iDtruduce the 
beveled extremity into the vaginal orifice having the shorter »de 
Ulterior ; depress well the perineum, directing the speculum toward 
the hollow of the sacrum ; hy shght vertical, horiionlitl or rotatory 
motion of the Bpeculuoi while looking into it, the cervix is now 
nsually brought into view without difficulty. It is occasionally 
convenient to draw the cervix more fiiHy into view by means of a 
tenaculum. 

Some gynoecologisia use the Fergusson speculum with the parient 
in Sims' posilioo. 



BrW^'i Spwulum. 

Wlwt ii ana of the boat ezamples of a bivalve Bpecnlom t 
Dasoribe it. 

The Brewer bivalve (see Pig. 8) is probably the best speculum 
of its class ; it condsts of two blades, the outer extremities being 
trumpet-shaped where they are jointed ; the anterior blade is shorter 
than the posterior, and has a slot In its outer half, to avoid pressure 
on the urethra ; this also facilitates the introduction of the sound or 
probe. The specuhim is opened by approximating the handles of 
the blades and held there by a thumb-screw. There are two siaee 
of Brewer's speculum, the bug and short. 
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Hot would yon introdace a Brewer apeonlom T 

Place patient in doraaJ portion ; paw speculum into VBginal orifice 
with the bladee lateral, then rotate till they are antero-poaterior ; 
begin to open blades just before they reach the oervix ; when com- 
pletely open, hold with thumb-screw. 
What an the merits of Brewer'i speanlnm 1 

For inspection of, and applications to, the cervii, it is very valu- 
able ; it is self-retaining, thus obviating the necessity of an assistant. 
The long instrument is better than the short, as with it the 
vaginal walls are not as likely to abstract the view by felling in be- 
yond the blades, and at the same tune it acoomplisbeB all that the 
short instniment does. 

Flo. 9. Wliat are the disadvaatages of Brewer** 

specvlnm T 
It distorts the cervix, obscures the anterior 
vaginalwall, and cannot be used for operations 
OD the cervix or vagina. 

Volsella. 

Describe it. 

The Volsella, or vulsellum foreeps (see Fig. 9) 
conmsts of a pair of hooks with scissor haudlee 
and jouit ; the hooks usually consist of two or 
more teeth ; the handles fasten with a catch. 
What are the luea of the Volsella T 

Id all operations on the cervix, trachebr- 
rhaphy, dilatatjon, etc., the volsella, or one of 
its substitutes, is almost indbpensable, to draw 
down and hold the cervix. 

For applications to, or operations on, the 
interior of the body of the uteras, the volsella 
The Volsella ^ "'** °^ great value. 

The use of the volsella to draw down the 
cervix, in connection with the finger in the rectuiu, in the cotutmied 
rectal examinafion, is of great importance. 
How would yon introduce and apply the Volsella t 
The poution for most operations on the cervix is the Situs position, 
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oonseqnently the volsella is most often used in this position. It may 
be introduced either without or with the use of the speculum ; if 
without the speculum, the first two fingers of the right hand are 
introduced till the anterior lip of the cervix is felt ; the volsella is 
then passed along them and applied to the anterior lip, which is 
then drawn down. 

The better way is usually to employ Sims' speculum and apply the 
volsella directly to the anterior lip by sight. 

The volsella is occasionally employed with patient in the dorsal 
position, the instrument being introduced either by touch, or sight 
aided by a speculum. 

What conld yon substitute for a Volsella? 

The U. S. bullet forceps, having only one pair of teeth, may 
often be substituted for a volsella. 

A tenaculum, such as Sims', which is a sharp hook on a long 
slender shank, is often of great use in holding the cervix and draw- 
ing it in any direction, and can sometimes be substituted for a vol- 
sella. 

Uterine Sound. 

What are the two sounds in most g^eneral use ? their descrip^ 
tion and merits ? 
The Sir J. Y. Simpson's sound and that of A. R Simpson are 
the two in most general use. 

Fio. 10. 




Sir J. Y. Simp§oa*8 Sound. 

They are both rods of copper, nickel'plated, and so pliable that 
they can easily be bent with the fingers. 

The sound of Sir J. Y. Simpson (see Fig. 10) is 12 inches long, 
with a notched knob 2} inches firom the end, and notches at 3i, 4^, 
etc, up to 8} inches, 
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The handle is roughened on the side of the boacavity of the 
carve. 

The sound of A. R. Simpson (see Fig. 11) b only 9 inches toug ; 
it has a prominent ring at 2} inches and two rings at 4i inches ; 
there are also maricings at 3} acd 51 inchea This sound has an 
advantage over the preceding in that, being only 9 inches long, the 
handle, which is broad, can rest finuly oh the ball of the little finger 
even when the tip of the index finger is on the 2j^ inch ring, thus 
giving one a complete control of the instrument when the finger ia 
in the vagina with the sound. This is impossible with the sonod of 
Els. 11. 



A. R. SimpMD'i SmiDd. [Han md Bmrfmir.) 

8ir J. Y. Simpson, as in sunilar circamstances the handle is far 
above the hand, and one can only grasp the shank, which readily 
rotates. The pnyience of the double ring is also an advantage in au 
enlarged uterus. 
What are the contraindioations to the use of the sonndT 

Patient has skipped a menstrual period. 

Menstruation present. 

Acut« inflajuuiation present in uterus or neighborhood. 

Malignant disease of uterus. 
Wliat are the prelimiuaiies to the ase of the souid ? 

1. Be sore that the patient hus not skipped a menstrual period. 

'i. Determine position of uterus by a carefhl c: 
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3. Carve sound to the curve of the utcruB. 

4. Cleauee the Tagioa vith an antiseptic sulutJon. This is of im- 
portanoe to avoid canying septic material from vagina to uterus 1:^ 
the sound For this reason it is often wiser to introduce the sound 
with the aid of a speculum which separaKs the vaginal walls and 
enables you to reach the os directly. 

5. PueitioD of the patient :— 

This is largely a matter of choice, but in this country the dorsal 
position is usually selected, and it has the advantage that id this 
poMtioD the Iniaanual may be easily combined with the use of the 
sound. 

How would yos introdace the sonud witli patient in the dor- 
sal position ? 
Having observed the preliminaries just mentioned, introduce the 
index finger of the left hand until it reaches the anterior Up of the 
eervix, then along the finger as a guide, pass the sound with the 
concavity backward until it thoroughly engages in the cervix ; then, 
if tbe fondus lies forward, turn the sound, not by rotating the shank, 
but by maJcing the handle describe a semicircle from behind, to the 
lefl and forward; the point of the instrument remaining nearly 
stationary. By depressing the handle toward the perineum, the 
sound will then usually pass without trouble. If the point catches 
in the crypts of the cervix, slight motion will nsoally disengage it. 

Wltat variatloii in this procedure Tonld yon make if the 
ftindui lay posteriorly T 

Having introduced the sound into the cervix as before, with con- 
cavity backwud, continue the introduction without the semicdrcolar 
motion of the handia 

When the fiindua lies forward, the sound is often introduced by 
placing the left index-finger on the posterior lip of the cervix aiiti 
then passing the sound alon 
the introduction into the ub 

If the fiindus lies backwa 
cular motion of the handle 
to the left, backward. 



56 EB8ENTIALB OF aTNiBCOLOGT. 

How wonld you pass the somid in a marked ease of ante- 
flexion? 
I^ the uterns is anteflexed, the introduction of the soond is facili- 
tated by curving the sound sharply, drawing down the oervix with a 
Yolsella and pushing up the Hindus with the finger in the anterior 
fornix. 

How would you introduce the sound with patient in Sims' 
position? 

Having observed the preliminaries, introduce right index-finger 
till it touches anterior lip of the oervix ; pass sound, held in left 
hand, along it with concavity backward till it engages well in the 
cervical canal, then make handle describe a semicircle from the peri- 
neum upward past the right buttock, down toward pubes, then con- 
tinue the introduction. 

If the uterus lies posterior, the semidicular motion of the handle 
is unnecessaiy. 

When uterus lies to the front, the sound is sometimes introduced 
by passing the first two fingers of left hand till they touch the pos< 
terior lip of the cervix, and then introducing sound directly with the 
concavity forward. 

What are the uses of the uterine sound? 
(a) To determine — 1. The length of uterine canaL 

2. Its permeability. 

3. Its direction. 

4. Condition of endometrium. 
6. Growths in uterus. 

6. Relation of uterus to tumors. 
(h) To replace a displaced uterus. 
The mobility of the uterus and the relation of cervix and body 
should be determined by the bimanual, not by the sound. 

What are the dangers in the use of the sound ? 

1. Pelvic peritonitis or cellulitis, from introduction of sepsis. 

2. Abortion. 

3. Hemorrhage, especially in malignant disease. 

4. Perforation of uterine walls. 
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Uterine Probe. 

Oive its description and uses. 

The uterine probe is usually a slimmer instrumeDt than the sonnd, 
made of silver, hard rubber or whalebone, with end slightly bulbous. 
Except in cases of stenosis, it is harder to introduce than the sound, 
and of less general value. It should be introduced by sight, while 
cervix is steadied with a tenaculum. 

Dilators. 

What are the methods of dilating the ceryical canal ? 

1. By tents. 

2. By graduated hard dilators. 

3. By dilators of the glove-stretcher variety. 

4. By elastic dilators — ^Barnes* bag or Allen's pump. 

Tents. 

What do yon mean by a tent as employed in g3rn8Bcology ? 
Oive the varieties in nse. 

A tent is a cone of some expansile material, which, by absorption 
of moisture, expands alter introduction into the cervix sufficiently, 
both in extent and force, to dilate the canal. 

There are several varieties of tents in use, named according to 
their material. 

1. Sponge. 

2. Sea-tangle (Laminaria digitata). 

3. Tupelo (Nyssa aquatilis). 

4. Cornstalk. 

What are the merits of each? 

The sponge tent expands easily, but it is the most dangerous of 
all, from the fact that it absorbs so readily material which easily 
becomes septic. 

The sea-tangle tent is less dangerous than the preceding, and 
dilates well, but it expands unevenly, and its edges are rough after 
expansion. 
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The tapelo tent is the best of alL It expands evenly and smoothly, 
and is the least liable to cause sepsis. 
The cornstalk is feeble in action and seldom used. 

What are the indications for the use of tents t 

1. To dilate the cervical canal for purposes of diagnosis or opera- 
tion. 
2 To check hemorrhage. 

What are the merits of tents for these usest 

The employment of tents has greatly, and very wisely, diminished 
of late. For diagnostic purposes they are still occasionally employed 
to dilate the cervical canal, so that the finger can be introduced, but 
they are dangerous, slow and painful, and we have, in most cases, 
better means, in dilators of the glove-stretcher variety or Allen's 
pump, for accomplishing the same result 

The use of tents to check hemorrhage was chiefly in abortion ; the 
dilatation of the canal being sought for at the same time. We now 
have better means in the elastic dilators. 

What are the preliminaries to the use of tents ? 

All antiseptic precautions should be observed. Patient should 
have an antiseptic vaginal douche. 

You should determine accurately the position of the uterus. 

Tents should be curved to the direction of the canal. 

A string should be passed through the tent, for ease in with- 
drawaL 

Patient should be in Sims* position. 

How would yon introduce a tent? 

1. Introduce Sims* speculum ; draw down cervix with volsella, 
then taking the tent in a pair of dressing forceps or on a tent car- 
rier, pass it into cervical canal by sight ; insert a tampon and give 
an opium suppository. 

What should be the future treatment of the case ? 

Tents should not be left in over 6-12 hours ; sponge tents not 
over 6 hours. In removing a tent, do not rotate it. 

Patient must remain in bed for 24 hours, and not leave the house 
for 3-4 days. 
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Graduated Hard Dilators. 

Describe them. 

There are several varieties in common use, among which are Peas- 
lee's, Kammerer's, Hank's, etc. 

The first two resemble male sounds, except that the curve is less 
acute, and at 2} inches there is a bulb. 

Hank's dilator has a more olive-shaped extremity of various sizes. 

Ordinary male sounds, Nos. 15 to 18, French, may often be sub- 
stituted for the dilators just mentioned. 

What are indicationB for the use of graduated hard dilators ? 

1. By themselves to dilate a stenosis of the cervix causing dys- 
menorrhoea or sterility. Under stenosis here is included that caused 
by flexions. 

2. To maintain a dilatation produced by one of the more power- 
ed dilators. 

Deseribe the mode of employment of these graduated hard 
dilators. 

Give patient an antiseptic douche ; place her in Sims' position ; 
introduce Sims' speculum ; draw down and hold cervix with a tenacu- 
lum or volsella ; introduce dilator by sight, as you would the uter- 
ine sound, beginning with the smallest size and increasing to the 
largest Cleanse the vagina with an antiseptic solution (bichloride 
1-5000), insufflate iodoform against the cervix and insert an iodo- 
form gauze tampon ; keep patient in bed 12-24 hours. 

Occasionally, the curve of the uterus is such that it is easier to 
introduce the dilator&N'with patient in the dorsal position and with 
the aid of the bivalve speculum. 

In employing these graduated dilators for stenosis of cervix 
causing obstructive dysmenorrhoea, how often should 
they be introduced? 
It is usually necessary to introduce them once a week during the 

first month, and once or twice a month for a few months afterward ; 

exercising each time the same antiseptic precautions. 

Describe the dilators of the glove-stretcher variety. 
The two chief styles of these are the Sims and EUinger's ; in the 



60 BBSE^rnALB or 

ktteroff wliidi the Uades are earned to more paraBel, and on the 
handle there is a graduated scale, lliere are nomeroos modifica- 
tions of them dOatoTH, among whidi may he mentioned Wyiie's and 
6ooder& 

What are the indicatioBa fiir the eMploymeiit of these dila- 
tortf 

The same indications obtain as for the preceding, and in addition 
where a more complete dilatation of the cervix is desired. 

The first and more complete dilatation is often performed with a 
dHator of this class, and then the dilatation maintained by the 
graduated hard dilators. 

What are the preliminaries to the use of the gloTO-streteher 
dilators? 
The patient should have an antiseptic douche, and for complete 
diktadon, ansesthesia. 

Describe the method of employing these dilators. 

The patient is usually placed in Sims* position; insert Sims' 
speculum ; draw down cervix and introduce dilator to the shoulder; 
separate blades gradually to the desired extent, being careful that 
the instrument does not slip suddenly and lacerate the cervix. The 
dilatation is sometimes also performed with patient in the dorsal 
position. 

To what extent should you carry the dilatation? 
Usually fix»m } to 1 inch. 
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ELASTIC DILATORS. 
Barnes' Bags, Allen's Pump. 

Describe fhem and the method of using them. 

They consist of India-rubber bags, of different sizes, the former 
being fiddle-shaped, the latter more elongated. They are intro- 
duced under strict antiseptic precautions, in a collapsed condition, 
and are then slowly distended with air or water, usually the former ; 
the Barnes' bags by means of a Davidson's syringe, Allen's by the 
pump. 

What are the advantages of these elastic dilators? 

Their method more closely resembles the physiological method of 
dilating the cervix ; the dilatation can be made extensive ; the 
danger of laceration of the cervix is sUght. 

With Allen's pump the dilatation can be made comparatively 
rapid. 

What are the dangers of mechanical dilatation ? 
Laceration of the cervix. 
Endometritis. 
Salpingitis. 
Peritonitis. 

The Curette. 
Describe it. 

The curette consists usually of a loop of wire, either blunt or 
sharp, on a rather long shank, used for scraping irregularitieB or new 
growths ^m the endometrium. 

Occasionally, it is made like a small cup, with a sharp edge, at* 
tached to a long shank. Simon's spoon is of this description. 

What are the varieties in common nse ? 

Thomas' wire loop, dull and flexible. 
Sims' curette. 
Recamier curette. 
Simon's spoon. 



G2 UBETnALS or GTSmCfUOGT. 

What is the Tftlie of tte evette * 

It is a Teiy rahiaUe iDStnmieiii, buth fjr dagnosB and tremtmeatb 

a. For diagD06if&, to acnpe avay some of ihe contents of the 
uterus, for examination, to determine the caaae of honorrhage. 

b. For treatment, to aenpe away tiOoib growths, whidi, hy theb 
Tascolarity, easily eanse hemorrhage. 

In maKgnant disease of the atems, the curette is ako of Tahie to 
remove slooghing masses. 

What are the prelminaries to the use of the enrette f 

The patient shoold hare an antiseptic cbnehe, and all antiseptic 
precautions should be observed in r^ard to instruments, hands, etc. 

She shoidd be placed in Sims' pootion ; Sims* speculum intro- 
duced ; cervix drawn down and steadied by a t^Miculum ; the cervix, 
if necessary, should be dilated. 

If the sharp curette is to be used, it isb^ter to use anesthesia ; if 
only the bhmt curette is to be emi^yed, anaesthesia is unnecessary. 

Describe briefly the method of curetting. 

If the operation is to be curative, scrape the interior of the uterus 
carefully till the walls feel smooth ; then wash out uterus with an 
antiseptic solution, with the aid of a douUe current caUieter ; dry 
the vagina, then touch the interior of the uterus with carbolic acid 
or the so-called iodized phenol, consisting of iodine, gr. xl, carbolic 
acid §j. Confine patient to bed 12-24 hours. 

What are the dangers of the curette ? 

Inflammation of the uterus or its adnexa* 

Peritonitis. 

Hemorrhage. 

Septiceemia. 

Vulvitia 

What are the varieties 7 

' 1. Simple catarrhal, acute or chixmk? ; 

2. Gonorrhoeal ; 

3. Phlegmonous ; 

4. Diphtheritic; 
[ 5. Gangrenous ; 

6. Occurring in adults : Follicular. 



a. Occurring in both 
childrou and adults : 
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L Acute Simple Catarrhal VuLvrna. 

What are the causes ? 

Lack of cleanliness ; 

Strumous diathesis ; 

Discharges from cervix, or vagina ; 

Injuries or friction from exercise ; 

Masturbation ; 

Awkward, or excessive coitus ; 

Pregnancy ; 

Foreign bodies ; 

Parasites; 

Acute exanthemata. 

What are the symptoms ? 

General malaise ; some local pain and burning ; parts are OBdema' 
tous, congested, covered with a glairy, mucous, excoriating discharge, 
which may extend to the urethra. 

What is the treatment ? 

Rest in bed ; warm sitz-baths ; lead and opium wash frequently 
applied to the vulva ; lint soaked in it kept between the labia. Bis- 
muth, starch, or borax may with advantage be dusted on the vulva 
in the intervals between the applications of the lead and opium 
wash. If the vulvitis is from ascarides, employ enemata of infrision 
of quassia, 3 iJ^Oj. 

Chronic Catarrhal Vulvitis. 

Describe its occurrence and course. 

Catarrhal vulvitis in children is most apt to be chronic ; it is seen 
most frequently in strumous children, often with no history of the 
acute stage. 

What are the symptoms ? 

1. Discomfort in walking and in micturition ; 

2. Pruritus; 

3. Stains on linen. 

What is the treatment f 

Build up the constitution by tonics and fresh air ; observe cleanli- 
ness ; if much discomfort, use lead and opium wash, followed later 
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by nitrate of silver (gr. x-Jj) applied to the vulva ; bismuth or 
borax being dusted on between the lotions. 



n. Gk)NORRH(£AL VULVITIS. 

What is the etiology ? 

It is produced either directly by intercourse with one who has 
contracted gonorrhoea, or indirectly by soiled linen, instruments, etc. 

What is the diagnostic value of Heisser's gonococcus, found 
in the discharge ? 
Dr. W. J. Sinclair, in his work on " Gkjnorrhoeal Infection in 
Women," arrives at the following conclusions : — 

1. ^^ If gonococci are present in the discharge from an inflamed 
mucous membrane, the discharge is of gonorrhoeal origin." 

2. ''A secretion containing gonococci, when brought into contact 
with a mucous membrane capable of infection, gives rise with cer- 
tainty to a gonorrhoeal inflammation ; and conversely, a secretion,* 
whatever its origin may be, which does not contain gonococci, is 
incapable of giving rise to a gonorrhoeal inflammation." 

What is the differential diagnosis between gonorrhoaal vul- 
vitis and acute simple catarrhal vulvitis ? 
In gonorrhoeal vulvitis, the onset is more violent ; more fever, 
pain and oedema; the inflammation extends up the vagina and 
urethra ; pus can often be pressed out of urethra ; gonococci can be 
found in the discharge ; oflen warts or buboes are present, and 
sometimes gonorrhoeal rheumatism. 

What is the treatment of gonorrhoDal vulvitis ? 

Keep patient quiet ; give light diet ; keep bowels open ; irrigate 
parts with bichloride I-IOOO or 2000, or creolin 1-100 or 200 ; then 
dust with calomel, bismuth, or borax. If discomfort is very great, 
lead and. opium wash may be frequently applied to the vulva, and 
patient may take warm sitz-baths. The labia should be kept sepa* 
rated with lint or gauze smeared with some simple antiseptic oint- 
ment. 

If the vulvitis tends to become chronic, apply nitrate of silver, 
gr. x-gj. 
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m Phlegmonous Vulvitis. 

What is tbe etiology ? 

It may arise from the foUowiDg : — 

Traumatism ; 
Indtatmg discharges ; 
Acute exanthemata ; 
Furunculosis. 

What are the symptoms ? 

a. Subjective : Heat and pain, increased by standing or walking. 

b. Objectiye : Congestion, swelling, induration ; later, suppura- 

tion. 

From what must you differentiate phlegmonous vulvitis? 

a. Pudendal hernia ; 

b. Dislocated ovary ; 

c. Hydrocele of round ligament ; 

d. Hsematoma of vulva. 

How would you differentiate phlegmonous vulvitis from pu- 
dendal hernia? 

Phlegmonous ViUmtis vs. Pudendal Hernia, 

Signs of acute inflamfnation. None unless strangulated, or 

injured. 

Dullness on percussion. Tympanitic on percussion. 

No impulse on coughing. Impulse on coughing. 

Not reducible. UsuaUy reducible. 

History of traumatism, etc History of strain. 

How would you differentiate phlegmonous vulvitis from a 
dislocated ovary ? 

PJdegmonovs Vidvitis vs. Dislocated Ovary, 

Signs of acute inflammation. Usually absent 

Gradual development. Sudden development 

No especial exacerbation during Larger and more sensitive during 

menstruation. menstruation. 

No sense of ovarian compression Peculiar sensation when pressed. 

when pressed upon. 

Not the shape of an ovary. Has the shape of an ovaiy. 
6 
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How would you diflSBrentiate pUegmonous Tulyitis from 
hydrocele of the round ligament ? 

Phlegmonous Vulvitis vs. Hydrocele of Round Ligament 
Signs of acute inflammation. No signs of acute inflammation. 

Opaque. Translucent 

Never communicates with ab- Sometimes communicates with 
dominal cavity. abdominal cavity. 

How would you differentiate phlegmonous yulyitif from 
hematoma of vulva ? 

PhlegmonouB Vulvitis vs, HasmaUmia of Vvlva, 

(Gradual formation. Sudden onset 

Less frequent during parturi- More frequent during parturi- 
tion, tion. 

First hard, then soft. First soft, then hard. 

Less often preceded by varicosi- More often preceded by varicosi- 
ties, ties. 

What is the treatment of phlegmonous vulvitis ? 

Tonics : Arsenic, quinine, etc. 

Sedatives : Hot lead and opium. 

When pus formed, open, drain and dress antiseptically. 

IV. DiPHTHERino Vulvitis. 
Oive the etiology, symptoms and treatment. 

Diphtheritic vulvitis is an expression of constitutional diphtheria ; 
the membrane sometimes appears first on vulva ; it resembles that 
usually found in the throat. The constitutional s3rmptoms are those 
of diphtheria, and should be treated as such ; the local condition 
demands antiseptics. 

V. Gangrenous Vulvitis. 
Give the etiology and treatment. 

Gangrenous vulvitis is most frequently found complicating preg- 
nancy, severe types of acute exanthemata, and very violent cases of 
vulvitis of other varieties. The treatment consists of constitutional 
tonics and local antiseptics. 
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VI. Follicular Vulvitis. 

Oive the pathology. 

Follicular vulvitis is an inflammation of the mucous and sebaceous 
glands and hair follicles of the vulva ; all may be simultaneously 
affected, or one set aJone mvolved. 

What is tl\p etiology? 

It occurs only in adults ; any of the causes of simple acute catarrhal 
vulvitis may produce it ; among the most common are the follow- 
ing:— 

a. Lack of cleanUness ; 

h. Discharges from above, especially senile leucorrhoea ; 

c. Pregnancy ; 

d. Acute exanthemata. 

What are the symptoms ? 
a. Subjective: — 

Local heat and pain ; 
Pruritus ; 

Increased secretion ; 
Hyperaesthesia ; 

Vaginismus occasionally present ; 

Vulvar extremity of urethra is sometimes affected, then ardor 
urinse results. 
h. Objective: — 

The mucous membrane appears very red in spots, resembjing the 
papillae of the tongue. When the sebaceous glands and hair follicles 
are chiefly affected, they will be found as little round red papilke, scat- 
tered over labia and base of prepuce and clitoris, not on vestibule ; 
later, a drop of pus appears in the apex of these papilke ; they then 
disappear. 

How would you treat a case of foUicnlar Tnlvitis? 

Pay strict attention to cleanUness; during the acute stage us<' 
sedative lotions, as lead and opium wash ; later, apply nitrate of silvci 
(gr. x-Sj). Bismuth or calomel may b(} used as a dusting powder , 
keep labia separated. 
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Cyst and Abscess of Volvo-vaginal OlancL 

Cyst of Vulvo- vaginal Gland. 
Give the etiology and pathology. 

A cyst of the BarthoUnian or valyo-yaginal gland is formed by a 
distention of the duct, or gland itself, caused by any ooHusion of the 
duct, especially from inflammation, either simple catarrhal or gon> 
orrhoeaL A cyst of the duct is more elongated than of the gland 
itself; a cyst of the gland is occasionally multiple. 

Abscess of the Vulvo-vaginal Gland. 

What is the etiology ? 

The causes of a vulvitis may produce abscess of the vulvo-vagina] 
gland ; gonorrhoea is the most common cause. 

What are the symptoms ? 

Pain ; heat ; swelling and redness, especially near orifice of duct ; 
it is tender on pressure ; at first hard, later fluctuating. 

How could you differentiate a cyst from an abscess of the 
Tulvo-vaginal gland f 

Cyst V8, Abscess. 

Gives no signs of inflammation. Shows inflammation . 
Insensitive to pressure. Sensitive to pressure. 

Duration long. Duration shorter. 

What is the treatment of a cyst of the vulvo-vaginal gland ? 

The usual treatment is to excise an elliptical area of mucous mem- 
brane over the sac on its inner surface ; this exposes the sac ; 
now cut out a large ellipse from it; empty the sac, pack it with 
iodoform gauze, and apply an antiseptic outside dressing. 

A better plan is usually to dissect out the whole sac, if possible, 
and bring together the edges of the wound with catgut ; then apply 
an antiseptic dressing as before. 

From what may you get considerable hemorrhage in extir- 
pating the sac ? 
From the transversus perinei artery, and from the bulbs of the 
vagina. 
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How would Ton treat an abscess of the Tolvo-Tagiiwl glaaclT 
Before the presence of pns U detected, keep the patient quiet in 
bed ; apply eoothing lotions like hot lead and opium wash. Aa sooa 
as pus is detected, proceed as with the cjst till sac is opened, then 
with a sharp curette scrape the int«rior of sac wall ; inigate with 
bichloride (1-1000) ; pack with iodoform gauze, and apply aa anti- 
septic outsidedressing of iodoform gauze, bichloride gauze, absorbent 
cotton and a T-bandage. 

From what must yon differentiate vnlTO-vaginal oyst or 
abscess 1 
From hernia and phlegmonous vulvitis. 
How wonld yon differentiate mlvo-Tairiiial cyst or abscess 
from hernia i 
Cyst or Ahscese vt. HemicL 

No impnlse on coughing. Impulse on coughing. 

Irredudble. Usually reducible. 

Dull on percussion. Tympanitio on percussion. 

Abscess shows signs of iiiflam- None, unless strangulated, or 

mation. iiuured. 

More circnmscribed Less circumscribed. 

How would you differentiate abBcess of TnlTO-va^al g'land 
from phlegr^ooons vulvitis 1 
The Tolyo-vaginal abscess is more distinctly circumscribed and 
globular ; the phlegmonous TttlvitlB is more diffuse. 



Fadendal Hernia. 

Describe. 

The process of perit^meum which follows the round ligament 
through the inguinal canal to its termination in the labium m^us Is 
usually obliteni 
occur, and thin 
for hernia. Tl 
bladder. The 



What are the 
Blows, Mis, 
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What are the symptoms ? 

The patient experiences a feeling of discomfort, especially on 
walking, and finds a swelling, which, if intestine, presents the fol- 
lowing features : It gives an impulse on coughing ; is tympanitic 
on percussion ; can usuaUy be reduced, and, unless strangulated, 
or ii^ured, pres3nts no signs of inflammation. 

If the hernia consists of an ovary, it gives the ovarian sensation 
on pressure, and its size and tenderness are both increased during 
menstruation. 

What is the treatment ? 

Place patient on her back, with knees elevated ; reduce by gentle 
taxis, if possible, and apply a suitable truss. If strangulation has 
occurred, a surorical operation is necessary. If the hernia consists 
of an ovary which has become adherent, protect it from pressure by 
a hoUow pad, or if it occasions great distress, remove it 



Tudendal Hadmatocele. 

What are the synonyms ? 

Haematoma or thrombus of vulva. 

Define. 

Pudendal haematocele consists of an effusion of blood into the 
tissue of the vulvovaginal region, usually into one labiiun, or into 
the areolar tissue surrounding the vaginal walls. 

What is the etiology? 

Pudendal haematocele is predisposed to by any condition causing, 
or accompanied by, a dilatation of the vessels of the vulva : — 

Pregnancy ; 
Tumors; 
Varicocele ; 
Labor. 

The exciting causes are blows, falls, muscular efforts, eta 
Describe the symptoms and conrse. 

The patient experiences pain of a tearing character, which, if thd 
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efiPdsion is large, may be aooompanied by faintness. Sometimes the 
effusion presses on the urethra and causes difficulty in micturition. 
The swelling is at first soft ; later, hard. 

If small, it is usually absorbed ; it sometimes remains for a long 
time; sometimes suppurates. 

How would you differentiate pudendal hsBmatocele from 
hernia? 

Pudendal Hasm/aJtocdt t». Hernia, 

flistoiy. History. 

No impulse on coughing. Impulse on coughing. 

Dull on percussion. Tympanitic. 

Irreducible, Usually reducible. 

First soft, then hard. More uniform. 

How would you treat a case of pudendal hsBmatocele ! 

While effusion is in progress, apply ice and pressure. If the 
effusion is large, occurs during labor and obstructs the passage of the 
head, incise, turn out the clots and pack with iodoform gauze. If 
the effusion is small, apply soothing lotions like lead and opium 
wash ; if suppuration occurs, or if absorption is long delayed, incise, 
irrigate with bichloride 1-1000, and pack with iodoform gauze. 



Hemorrhage from Vulva. 

What is the etiology ? 

The predisposing causes are the same as for pudendal hasmato- 
cele and haBmatocele itself. The ex^snng causes are the following : — 

Violent muscular efforts; 

Blows ; 

Punctures or lacerations. 

What is the treatment? 

If it is a ruptured hsematocele, incise, turn out the clots and pack ; 
otherwise, catch bleeding points and ligature, or apply pressure, 
assisted by a tampon in the vagina. 
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Skin Diseases Afiectinc: the Vulva. 



What are the most common? 

Erythema and eczema are most frequently seen ; the latter may 
be acute or chronic. 



Erythema of the Vulva. 

Give the etiology, symptoms and treatment 

Etiology. — Erythema is most apt to occur in fleshy people, espe- 
cially in hot weather. The exciting causes are : — 

Lack of cleanliness ; 
Irritating discharges ; 
Exercise. 

Symptoms. — ^The parts become red, sensitive, often excoriated and 
painful, especially in walking. 
Treatment — Cleanliness ; 

Attention to bladder and urine ; 
Desiccating powders, such as bismuth, borax or 
oxide of zinc. 



Eczema of the Vulva. 

Give the etiology. 

Eczema is predisposed to by functional disturbance of the gastro- 
intestinal tract, gout or rheumatism ; it is especially apt to occur in 
women near the menopause. .The most frequent exciting cause is 
an irritating discharge from the cervix or vagina. 

What are the symptoms? 

The disease may be acute or chronic. In the acute form, the parts 
become reddened and oedematous ; vesicles appear, break and dis- 
charge a thick, tenacious fluid, which forms crusts. The subjective 
symptoms are severe burning and itching. 

In the chronic form, the parts become thickened and scaly ; the 
subjective symptoms resemble those of the acute, but are a litUa 
less marked. 
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Vhat ifl the treatment ? 

In the acute form, observe Btrict cleanliness ; if the bnming is veiy 
severe, use lead and opinm wash ; later, or at first, if baming aad 
itching are not inteose, an oiatmeut lil^e the following is vety 
good:— 

R. Addi sBlic;lid, gr. xv, 

Zindoxidi, 3^^ 

Palv. amyli, 5 V "^i 

Petrolftti, 3J. 

M. Sig. — Apply locally. 

In the chronic form, use the same treatment during the exacerha- 
tJons as for the acute ; later, an ointment cont^ning oil of cade will 
be found of value. 
What are the moat common parasites found on the vulva T 

The pediculus pubis, or crab louse, is the parasite most often found 
infecting the vulva. 

The acania acabiei, or itch mite, ia oo<3a«onally, but rarely, fonnd 
on the vulva as part of a general infection. 
Give the etiology, symptoms and treatment of infection with 
pedicnli pubis. 
Etiology. —The pediculua pubis is almost always conveyed directly 
from person to person, usually ia sexual iHtercourse. 

Sjfmptomx. — There ia burning and itching ; often an eruption 
resembhng eczema. The diagnosis is made by finding the pediculus 
dosely adherent to the roots of the hair. 
Treatment.— Amj one of the following : — 

Oleate of mercury, 10 per cent. ; 
CorrOMve sublimate, 1-1000 ; 
Tincture of delphinium ; 
Carboho 5 per ceat. solution. 
It is often best to shave the pnbes before applying the lotion or 
ointment 

Oive the etiology, symptoms and treatn 
vnlva. 
Etiology.— The acarus scalriei is rarely ft 
this occasionally occurs as part of a general ii 
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Symptoms. — ^There is an intense pruritus, worse when the body is 
waraL The diagnosis is made by finding the burrows on other parts 
of the body, especially between the fingers. 

Treatment. — ^A warm soap and water bath, followed by an oint- 
ment composed of sulphur alone, or combined with balsam of Peru. 



New Growths of the Vulva. 

Hention the principal new growths occurring on the ynlyaf 

J a, Papillomata — 

1. Simple; 

2. Pointed condylomata ; 

3. Syphilitic condylomata. 
^ h. Cyst of vulvo^vaginal gland. 

i c Carcinoma. 
^ d. Sarcoma, 
-e. Elephantiasi& 
'- / Fibromata. 

g. Lipomata. 

h. Neuromata. 
|tl Lupus. 

Simple Papillomata. 

What is the etiology and treatment ? 

Etiology . — ^A simple papilloma, or wart, occurs rarely on the 
vulva ; it is usually congenital and of little importance. 

J^reatmenl, — It may be destroyed with nitric acid, or it may be 
excised under cocaine, and the wound dosed with fine sutures. 



Pointed Condylomata. 

What is the etiology and appearance ? 

Pointed condylomata, or gonorrhoeal warts, are caused by the 
gonorrhoeal poison ; they are always multiple, and occur most fre- 
quently on the inner surfaces of the labia msgora, on the vestibule 
and perineum ; they are of a grayish color and often pediculated ; 
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their summit is divided into pointed lobules. When on the skin, 
they are sometimes dry and hard ; on a mucous surface they are 
soft. In some cases pointed condylomata appear to arise from an 
irritating discharge, the gonorrhoeal character of which cannot be 
proved. 

What is the treatment of pointed condylomata? 

The best treatment is to cut them off with scissors or knife and 
touch the base with nitric acid ; under the use of cocaine this may 
be made practically painless. 

Syphilitic Condylomata. 

What is the etiology, appearance and treatment? 

SyphiHtic condylomata, or mucous patches, are the result of th^ 
syphilitic poison. They are broad and flat, situated most frequently 
on the inner surface of the labia majora, and usually covered with a 
grayish, mucus-like secretion. According to Duhring, they some- 
times take on a more warty growth. 
Treatment — CleanHness ; 

Calomel locally ; 

Constitutional treatment for syphilis. 

Pruritus Vulvaa. 

Define. 

Pruritus vulvae, a symptom rather than a disease per «c, consists 
of an irritation of the nerves of the vulva, accompanied by intense 
itching, at first localized, later extending, from the mechanical irrita- 
tion of scratching. 

What is the etiology? 

The predisposing causes are : — 

a. Poor health. 

b. Disorders of the digestive tract. 

c. Anything producing congestion of the vulva, such 

Pregnancy ; 

Tumors in neighborhood ; 

Diseases of uterus or appendages ; 

Menopause. 
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d. Lack of clcaDliness. 

The exciting causes are chiefly the followiog : — 

1. Irritating discharges firom cervix, vagina, urethra or vulva. 

2. Diabetic urine. 

3. Eruptions. 

4. Parasites. 

5. Masturbation. 

6. Vegetations on vulva. 

What are the symptoms ? 

An intense itching, at first only at intervals after active exercise, 
over-indulgence at the table, lying in a warm bed, or sexual inter- 
course. Later, the itching becomes constant ; the desire to scratch 
becomes irresistible, causing the patient to avoid society ; it some* 
times leads to nervous depression and melancholia. 

What is the treatment ? 

First ascertain the cause, if possible. 

Build up the general health. 

Regulate the diet. 

Observe strict cleanliness. 

Destroy parasites if present 

If sugar present in the urine, give salicylate of soda. 

Treat eruptions. 

If there is an acid discharge from above, tampon vagina. 

Let patient use frequent warm sitz-baths. 

Apply any one of the following : — 

Hot lead and opium wash ; 

Carbolic solution, 2-3 per cent. ; 

Bismuth or borax dusted on vulva ; 

Nitrate of silver (gr. x-Jj) ; 

Cocaine, 4 per cent solution. 
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Hypersasthesia of the Vulva. 

Describe. 

This consists of an excessive sensibility of the nerves supplying the 
mucous membrane of some portion of the vulva. 

What is the etiology ? 

The menopause seems to predispose to it ; also the hysterical and 
meianchoUc state. An irritable urethral caruncle sometimes acts as 
an exciting cause. Often no cause can be assigned. 

What are the symptoms ? 

HyperaBsthesia, especially about the vestibule and kbia minora ; 
there is no pruritus, and signs of inflammation are absent except 
occasional erythematous spots; dyspareunia is very marked; the 
slightest friction causes pain. 

What is the treatment! 

Build up the constitution with tonics, change of air, etc. 
Interdict sexual intercourse. 
Administer the bromides internally. 
Externally apply one of the following : — 

Carbolic lotion, 2-3 per cent ; 

Lead and opium wash ; 

Four per cent solution of cocaine. 



Vaginismus. 

Define. 

Sims defined vaginismus as ** an excessive hyperaesthesia of the 
hymen and vulvar outlet, associated with such involuntary spasmodic 
contraction of the sphincter vaginae muscle as to prevent coitus." 

What is the pathology? 

There are usually found sensitive papillaB about the base of the 
hymen •, an hypertrophy of the papillae and connective tissue of the 
hymen ; occasionally the lesion seems to be at a distance, as in the 
uterus or appendages ; sometimes no lesion is visibl: 



L3. 
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What is the etiology! 

The predisposing causes are — 

1. A narrow vagina. 

2. A dense, thick hymen. 

3. Malposition of the Tulva. 
The exciting causes are — 

1. Disturbances of the sexual function. 

2. Masturbation. 

3. InabDity of the male toxx>mplete the sexual actc 

What is the treatment ? 

IhHiative. — ^Forcibly dilate the hymen, under ansesthesta, by insert^ 
ing and separating the thumbs; then insert one of Sims' glass 
yaginal plugs. 

Radical. — Excise the hymen and insert one of Sims' plugs. 

Coccygodynia. 

Define and give the etiology. 

Coccygodynia, or coccyodynia, is a "painful affection of the mus- 
cles, tendons, and nerves of the coccyx, with or without disease of 
the bone itself. ' ' (Mann). 

It occurs most frequently after childbirth, but is also produced by 
mechanical causes, such as blows, falls, kicks, etc. Among other 
causes are disease of the pelvic organs, rheumatism and gout Hys- 
teria largely predisposes to it ; in some cases no cause can be aasigned. 

What are the symptoms ? 

Pain in the coccygeal region, increased by motion bringing into 
play the muscles attached to the coccyx ; especially rising afler sit- 
ting, defecation, coitus, sometimes even walking. 

Pressure on the coccyx elicits the characteristic pain. 

The condition must be differentiated from disease of the rectum 
or anus, and from pure hysteria. 

What is the treatment? 

First attend to the general condition, rheumatism, hysteria, etc ; 
if this fails, we have two operations : — ^ * 

1. Cutting the attachments of the muscles to the coccyx. 

2. Extirpation of the coccyx. 
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Irritable Urethral Caruncle. 

Define. 

An irritable urethral caruncle is a deep red mass, very vascular 
and sensitive, situated at the mouth of the urethra, or just within 
tlie canal ; it consists, according to Hart and Barbour, of dilated capil- 
laries in connective tissue, the whole being covert with squamous 
epithelium. 

What is the etiology ? 

But little is known of its etiology ; it occurs at all ages, and in 
both married and single women. 

What are the symptoms ? 

The patient complains of frequent and painfril micturition ; later, 
this dysuria increases, and pain is caused by walking, pressure or 
friction of any kind. Intercourse causes both pain and hemorrhage. 
The nervous symptoms are well-marked ; hysteria, melancholia, etc. 

On examination, one finds a raspberry-looking mass at the meatus ; 
it is very sensitive and bleeds easily ; it may be single or multiple. 

From what must you differentiate an irritable urethral 
caruncle, and how ? 

From polypi, venereal warts and prolapse of the urethral mucous 
membrane. 

Polypi are usually higher in the urethra, are less vascular and 
less sensitive. 

Venereal warts are less vascular, insensitive, and usually accom- 
panied by others. The history may aid. 

Prolapse of the urethral mucous membrane may resemble a 
caruncle in appearance, but it usually surrounds the meatus more, is 
less vascular and less sensitive, is continuous with the urethral 
mucous membrane, and can usually be reduced. 

What is the treatment ? 

Employ anaesthesia ; cut off the caruncle and touch the base with 
nitric acid or the actual cautery. You may ligate before cutting. 

What is the prognosis ? 

If the growth is single and near the meatus, the prognosis is good ; 
if multiple and extending up the urethra, they may recur. 
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Prolapse of the Urethral Mucous Membrane. 

Describe. 

Prolapse of the urethral mucous membrane may involve the whole 
circumference of the meatus, or only a portion ; if the latter, it is 
the lower portion which is usually affected ; a slight redundancy at 
the meatus is common ; a prolapse sufficient to form a tumor is rare. 
At first the exposed mucous membrane is of its normal pink color ; 
later it assumes an angry red color, often becomes excoriated and 
sensitive ; urethritis and cystitis may result. 

What is the etiology f 

Frequent child-bearing, dilatation of the urethra and a lax condi- 
tion of the tissue, from whatever cause, undoubtedly predispose to 
prolapse of the urethral mucous membrane. The exciting causes 
are usually vesical and rectal irritation, accompanied by straining. 

What are the symptoms ? 

Frequent micturition, which soon becomes painful, tenesmus, and 
if vesical tenesmus previously existed, it becomes much aggravated. 

What is the treatment ? 

If the prolapse is recent, an attempt at cure may be made by 
reducing the mucous membrane, keeping the patient quiet in bed, 
making astringent applications to the urethra and removing the 
cause of previous vesical or rectal tenesmus, if present. 

If these procedures fail, remove the prolapsed portion by one of 
the following methods : — 

1. Ligate and excise. 

2. Remove with a galvano-caustic wire, and keep catheter in the 

bladder for a few days. 

3. Emmet's *' button-hole'' operation. 

Malformations of the Vulva. 

What are the principal malformations of the vulva ? 

1. Absence of the vulva, 

2. Hyposj^iMft in which the posterior wall of the urethra is 
defective. 
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3. Epispadias, in which the anterior urethral wall is defective, 
usually combined with a defect in the anterior wall of the bladder. 

4. The clitoris may be absent, rudimentary, or hypertrophied. 

5. The labia majora may be absent, rudimentary, or greatly hyper- 
trophied, as in the " Hottentot apron." 

6. Less often the labia msgora may be hypertrophied. 

7. True hermaphroditism, where both an ovary and a testicle exist 
m the same person, although very rare, is said to occur in a few cases. 

8. Pseudo-hermaphroditism, where the external genitals alone 
resemble those of both sexes, is more common. 

Diseases of the Vagina. 

What are the varieties of inflammation of the vagina t 

1. Simple catarrhal vaginitis, or colpitis. 

2. GonorrhoBaL 

3. Ulcerative, senile or adhesive. 

4. Diphtheritic. 

Simple Catarrhal Vaginitis. 

What is the etiology? 

The predisposing causes are — 

a. General bad health. 

b. Anything causing local congestion, as — 

Disease of heart or lungs ; 

Disease of the pelvic organs ; 

Pregnancy. 
The exciting causes are : — 
a. Irritating discharges from the cervix. 
h. The use of too hot, too cold or irritating douches. 

c. Awkward or excessive coitus. 

d. Foreign bodies, as pessaries, tampons, eta 

What are the symptoms ? 

Simple catarrhal vaginitis may be acute or chronic. 

The subjective symptoms of the acute are a feeling of heat in the 
vagina, pain in the pelvis, and sometimes vesical and rectal irrita- 
bihty. 
6 
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The objectiye Bymptoms are a muco-purulent vaginal discharge 
which may irritate the vulva ; the vagina appears red, perhaps gran 
ular or cystic in places. 

The chronic form resembles the acute except in degree ; in it the 
subjective symptoms, save itching caused by the leucorrhoea, are 
usually absent 

What is the treatment of simple catarrhal vaginitis ? 

In the early stages, keep the patient quiet ; keep the bowels open, 
and give light diet ; if there is much pain, allow an opium supposi- 
tory ; keep the urine bland by alkaline diluents. K the itching la severe, 
let the patient take frequent warm alkaline sitz-baths ; in addition, 
irrigation of the vagina with warm water containing either of the 
following will be found of value : Liquor plumbi subacet, 3j-0j ; 
borax 3j-0j. 

After irrigation it is well to dust some desiccating powder, like 
borax, upon the vulva. 

When the vaginitis becomes subacute or chronic, make applica- 
tion to the vagina of nitrate of silver gr. x-xxx-^j, or pyroligneous 
acid. 

Let the patient use daily vaginal douches of hot water containing 
borax, 3j-0j ; or sulphate of zinc, 3ss-3j-0j ; or alum, 3j-0j. 

The douches should be taken while the patient is in the dorsal 
position, not sitting. 



Oonorrhoeal Vaginitis. 

How does gonorrhoeal vaginitis differ from the simple catar- 
rhal? 

a. The onset is usually more acute. 

b. The discharge is more purulent, viscid and offensive than in 
the simple catarrhal 

c. Urethritis is more common. 

d. Sometimes a history of exposure to infection can be ob- 
tained. 

e. Often gonorrhoea! warts or buboes are present. 

/ The most certain diagnostic pomt is the presence of gonoooocL 
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What are the frequent complications and results of gonor- 
rhoeal vaginitis? 

Yulyitis, urethritis, endometritia, salpingitis, ovaritis and perito- 
nitis. 

The dangers of gonorrhoea! vaginitis have been greatly under- 
estimated. 

What is the treatment of gonorrhoeal vaginitis ? 

Keep patient as quiet as possible ; attend to diet, bowels and urine 
as in the simple catarrhal ; if there is much pain give an opium 
suppository ; irrigate vagina with warm bichloride sol. , 1-1000-5000, 
then insufflate iodoform, and insert, to keep vaginal walls separated, 
iodoform gauze soaked in the following solution : — 

Iodoform, 1 part. 

Chloral, 1 

Glycerine, . . 4 






This gauze may be left in 6-12 hours. The complicating vulvitis 
may require the regular treatment for gonorrhoeal vulvitis. 

It is well to repeat the bichloride vaginal irrigation every day or 
two during the acute stage; later, applications to the vagina of 
nitrate of silver, gr. x-xxx-2j» a-re of value. 



moerative Vaginitis. 

Describe. 

Ulcerative, senile or adhesive vaginitis is present to a greater or 
less extent in nearly every woman over 60. 

There is a desquamation of the squamous epithelium in spots, and 
where these raw areas lie in apposition, adhesion is apt to occur. 
There is usually a thin leucorrhoea, which irritates the vulva and 
causes pruritis. 

What is the treatment ? 

The treatment consists in the application to the vagina of such 
solutions as nitrate of silver, gr. x-xx-^j, or pyroligneous acid, and 
the use by the patient of astringent vaginal douches, such as sul- 
phate of sine Sss-Oj, alum 3j-0j, or borax 3j-0j. 
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Diphtheritic Vaginitis. 

What is the etiology and treatment ? 

Diphtheritic vaginitis is an expression of constitutional diphtheria, 
with its regular etiology and symptoms. 

The treatment should consist of local antiseptics and the con- 
stitutional treatment for diphtheria. 

Pelvic Peritoneum. 

Describe. 

The pelvic peritoneum is a continuation of that lining the inner 
surface of the walls of the abdomen ; it covers, more or less com- 
pletely, the pelvic organs (the ovary is regarded as not covered by 
peritoneum), lines the pelvic walls and also the floor of the pelvis. 
Traced from before backward, in the median Une, it leaves the 
anterior abdominal wall s^bout H inches above the symphysis, is 
reflected over the ftmdus of the bladder and down its posterior 
surface to about the level of the internal os ; it then passes over 
to the uterus, covers its anterior surface above that point, passes 
over the fundus and down its posterior surface to the vaginal 
junction, thence down the vaginal wall for about an inch ; it then 
passes to the rectum, covers the anterior surface of the middle 
portion, and surrounds the upper portion completely. The pelvic 
peritoneum is thrown into several folds and forms several pouches. 

Describe the folds and pouches of the pelvic peritonenm. 

The principal folds are the broad, utero-vesical and utero-sacral 
ligaments (so-called). The broad ligaments, extending from the 
sides of the uterus to the sides of the pelvis, in front of the 
sacro-iliac synchondrosis, divide it into two fossae, the anterior and 
posterior ; these are also subdivided, the anterior by the utero- 
vesical Ugaments, the posterior by the utero-sacral. The pouch 
between the utero-vesical ligaments is called the utero-vesical pouch ; 
that between the utero-sacral, the pouch of Douglas, which is the 
deepest part of the peritoneal cavity. 

The pouches between the utero-vesical and broad ligaments are 
called the para-vesical pouches ; those between the utero-sacral and 
broad ligaments are called by Polk the *' retro-ovarian shelves." 
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Two other pouches are mentioned, which dei)end on the condition 
of the bladder : the vesico-abdominal, when the bladder is distended ; 
and the utero-abdominal, when the bladder is empty and contracted. 

What are the boundaries of the ntero-vesical pouch ? 

It is bounded in front by the posterior surface of the bladder, 
behind by the anterior surface of the uterus, and lateraUy by the 
utero vesical ligaments. 

What are the boundaries of the pouch of Douglas ? 

It is bounded in front by the posterior surface of the uterus and 
the upper portion of the posterior vaginal wall, behind by the rec- 
tum, and laterally by the utero-sacral ligaments. 

What are the boundaries of the retro-ovarian shelves ? 

They are triangular in shape, bounded in front by the base of the 
broad ligament, internally by the utero-sacral ligament, and exter- 
nally by the wall of the pelvis. 



Pelvic Peritonitis. 
What is the pathology ? 

The peritoneum first becomes hyperaemic ; it loses its lustre, and 
exudation materials are poured out. 

1. There may be scarcely any serum exuded ; the inflamed area 
is coated with fibrin, and adhesions form, binding together the pelvic 
organs and intestines. 

2. The exudation may consist largely of serum, either free in the 
peritoneal cavity, or encapsulated by adhesions. 

3. The exudation in severe, especially septic cases is often puru- 
lent. 

Hence the varieties : — 

a. Adhesive. 

h. Serous. 

d. Purulent 

What is the etiology 1 

In a general way, the etiology of pelvic peritonitis may te stated 
as an extension to the peritoneum of inflammation of the uterus, 
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ovaries or tubes ; in.a large m^ority of the cases, inflammation of 
the tubea 

There is, usually, first an endometritis, then a salpingitis, and 
then a peritonitis. 

Individual causes are as follows : — 

a. Catching cold during menstruation. 

h. Introduction into the uterus of septic instruments. 

c. Gt)norrhoea. 

d, Iiyection of fluids through uterus and tubes into the peritoneal 
cavity. 

c Introduction of sepsis during parturition, abortion or opera- 
tions. 

/. Tubercular or cancerous disease of the pelvic organs. 

g. Pelvic cellulitis and peritonitis are often associated as being 
produced by the same causes. 

What are the symptoms ? 

Pelvic peritonitis may be either acute or chronic. 

Acute pelvic peritonitis is usually ushered in by a rigor; this, 
however, is not always present There is pain and tenderness in the 
lower part of the abdomen ; patient lies on the back, with knees 
elevated ; the pulse is small, wiry and rapid ; the temperature is 
elevated, sometimes 104°-5°, usually lower ; nausea and vomiting 
are common ; more or less tympanites is present ; the bowels are 
constipated ; there is frequently irritability of the bladder ; often 
menorrhagia. 

Chronic peritonitis may exist and present scarcely any symptoms 
save a dull pain in the pelvis ; usually, there is vesical and rectal 
irritability, dyspareunia, leucorrhoea, and a disturbance of menstrua- 
tion, especially menorrhagia. 

Chronic peritonitis may follow the acute, or may begin as chronic. 

Pelvic peritonitis is oft^n characterized by exacerbations. 

What are the physical sig^s of acute pelvic peritonitis? 

The vagina is hot and dry ; pressure in either fornix, or on the 
abdomen, is intensely painful ; the bimanual is impracticable ; the 
uterus, tubes and ovaries are usually bound fast; the slightest 
attempt to move them causes intense pain. The fomices may seem 
io be covered by a hard, flat roof, formed by a matting together of 
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the pelvic contents, often compared to plaster-of-Pans poured into 
the pelyis and hardened ; yon may feel a tumor close to the uterus, 
consisting of serum or pus, roofed in by adhesions ; the most com- 
mon situation of this tumor is in the pouch of Douglaa 

What are the common results of pelvic peritonitis ? 

Displacement of uterus, ovaries and tubes, the tubes being often 
distorted and stenosed by the traction of adhesions ; as a result of 
these conditions we get disturbances of menstruation, sterility and 
extra-uterine pregnancy. 

What is the prognosis of pelvic peritonitis ? 

Simple adhesive peritonitis oftien ends in complete recoveiy ; dis- 
placement of the pelvic organs may remain, however, and give rise 
to symptoms. The prognosis of purulent peritonitis is grave. 

What is the treatment of pelvic peritonitis ? 

In the acute form, keep the patient quiet in bed, give fluid diet, 
apply hot poultices or turpentine stupes to the lower part of the 
abdomen ; if the temperature is very high, use the cold-water coil 
instead of the hot applications ; if there is great pain, ^ve a little 
morphine ; after a few days, move the bowels gently, as by calomel 
gr. j every hour for 3-4 doses, assisted, if necessary, by an enema. 
After the acute stage has passed, and in chronic cases, use iodine 
externally and per vaginam, blisters and glycerine vaginal tampons. 
A wet towel, covered by a diy one or a protective, worn about the 
pelvis at night, is sometimes of value in chronic peritonitis. Look 
after the general health by attention to fresh air, administering 
tonics, and regulating the bowels. 



Pelvic Cellulitis. 

What are the principal situations of the cellnlar tissue in the 
pelvis? 

1 . Between the abdominal wall and peritoneum, behind the pubes. 

2. In front of and behind the cervix. 

3. In the broad ligaments. 

4. In the utero-sacral ligaments. 
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What is the etiology of pelvic eellnlitis ? 

The etiology of pelvic cellulitis may almost invariably be summed 
up iu two words — traumatism and sepsis ; the traumatism being, 
usuaUy, labor, abortion, or operations on the cervix. 

Pelvic cellulitis was formerly considered very common, but in the 
light of recent experience, gained by laparotomies, the '* masses," 
"^thickenings," etc., are most often found to be salpingitis and 
peritonitis. 

In other words, pelvic cellulitis, although it does exist, is com- 
paratively infrequent 

What is the pathology ? 

There is an exudation of serum, fibrin and white cells ; this may 
lesolve, it may form new connective tissue, cicatricial tissue, or it 
may, and often does, suppurate. If suppuration occurs, the pus 
may point above the pubes ; this is especially common in puerperal 
cases. It fi^uently ruptures into the vagina, bladder or rectum, 
sometimes into the uterus ; it occaaonally makes its way through 
the sciatic or obturator foramen ; rarely, it ruptures into the peri- 
toneal cavity. 

What are the symptoms of pelvic cellulitis ? 

The disease is usually ushered in by a rigor, which is oft«n marked ; 
the temperature rises, 103^-105° ; the pulse is ftdl and rapid ; the 
pain is not very acute ; nausea is occasionally present ; vomiting is 
usuaUy absent, unless peritonitis is a complication. If pus forms, 
septic symptoms become pronounced. There is often irritability of 
bladder and rectum. 

Chronic cases may present few symptoms save a feeling of weight 
in the pelvis, irritabihty of bladder and rectum, and menorrhagia. 

What are the physical signs ? 

Usually, there is a tense, elastic tumor bulging into the vagina, 
most commonly on the left side, pushing uterus over to the right ; 
it is sensitive, but not acutely so. Sometimes the inflammatory 
process involves nearly all the connective tissue of the pelvis, and the 
exudation can be felt in the iliac fossae and above the pubes. When 
pus forms you have the phydcal signs of an abscess — ^tenderness, 
etc 
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From what should you difEerentiate pelvic oeUnlitii t 
From — a. Pelvic peritonitis. 

h. Pelvic hsematocele. 
c Fibroid tumor of uterus. 

d. Impaction of fseces. 

e. Ovarian tumor. 
/ SalpingiUs. 

How would you diflerentiate pelvic cellulitis from pelvic 
peritonitis ? 
In many cases it is almost impossiUe to differentiate the two ; 
they frequently complicate each other. The chief points of difference 
are these : Pelvic cellulitis almost never occurs except after labor, 
abortion, or operation on the cervix ; pelvic peritonitis may arise 
frovDL any cause of inflammation of the uterus or its adnexa, which 
may extend to the peritoneum. Pain and tenderness, as a rule, 
are less marked in cellulitis than in peritonitis. Cellulitis is more 
apt to bulge into the vagina than is peritonitia CelluhtiG deposits 
are more apt to suppurate than are i)eritonitic. Yomiting is less 
frequent in cellulitis than in peritonitia 

How would you differentiate pelvic cellulitis from pelvic 
hsematocele? 
Chiefly by the history of an haematocele, i. e., sudden sharp pain, 
pallor, faintness, and the physical signs of a collection of fluid which 
afterward coagulates and hardens. The above symptoms of shock 
and hemorrhage are wanting in cellulitis. 

How would you differentiate ceUulitic or peritonitic deposits 
from fibroids of the uterus? 

CeUutitic or peritonitic deposits vs. Fibroid tumors. 

History of acute inflammation. Slow growth. 

Pain and tenderness. Insensitive. 

Less plainly outlined. • Outlines more distinct. 

Less intimately connected with Closely connected with the 

the uterus. uterus. 

Perhaps menorrhagia during the Usually menorrhagia, gradually 

acute stage, then irregular increasing till the menopause. 

menstruation. 
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How would you differentiate impaction of faeces from pelvio 
peritonitis or cellnlitis ? 

In impaction of faeces, the mass is sausage-shaped, has a doughy 
feel, and is less closely connected with the uterus than an exudation 
of peritonitis or cellulitis ; it is not as tender on pressure, and gives 
no history of acute inflammation. The diagnosis is made certain by 
clearing out the rectum. 

How would you differentiate a small ovarian tumor from 
pelvic peritonitis or cellulitis ? 
There are no signs of acute inflammation as in cellulitis or perito- 
nitis ; the ovarian cyst is usually fluctuating ; its multilociJar char- 
acter can sometimes be felt. The menstrual disturbances common 
in peritonitis and cellulitis are usually absent in cases of ovarian cysts ; 
an ovarian cyst gradually increases in size. 

How would you differentiate pelvio cellulitis from salpin- 
gitis? 

By a careful bimanual, in a case of salpingitis, you can generally 
map out an enlarged, tortuous tube, usually distended, extending 
from the side of the uterus to the region of the ovary ; if distended 
with fluid, you may detect fluctuation. It does not bulge into tho 
vagina as does celluhtis. 

The history of the case is of value in the diagnosis. 

What is the treatment of pelvic cellulitis ? 

1. Prophylactic : — 

Strict cleanliness and antiseptic precautions during labor, abortion, 
operations, etc 

2. Abortive : — 

Put patient to bed, give a diaphoretic, as Dover's powder, and 
administer prolonged hot-water vaginal douchea 

3. When exudation has occurred : — 

Apply hot poultices to the abdom^, administer hot-water vaginal 
douches, move bowels, and attend to the general healtL 

4. When the cellulitis has become chronic : — 

Apply counter-irritation externally by means of iodine or blisters ; 
per vaginam, employ hot-water douches, appUcations of iodine to 
the fomices, also glycerine tampons. 
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6. When the exudation suppurates : — 

If the abscess points, incise under antiseptic precautions and drain. 
If it does not point, it is better to do an exploratory laparotomy in 
order to remove the abscess sac en masse, or, if this is not practi- 
cable, to determine the best place for opening into it from the vagina. 



Pelvic HsBmatocele and HsBinatoiiia. 

Define, and give the pathology. 

Pelvic haeimatocele is an effusion of blood into the cavity of the 
pelvic peritoneum, enclosed by anatomical structures or inflammatory 
adhesions. (Hart and Barbour.) 

Pelvic haematoma is an effusion of blood into the connective tissue 
of the pelvis beneath the peritoneum, usually between the folds of 
the broad ligaments. 

In a pelvic hsematocele, the effusion is usually into the pouch of 
Douglas ; if this is closed by adhesions, or if the effusion is very 
large, the blood may flow over into the utero-vesical pouch. The 
former condition gives rise to the name retro-uterine, the latter to 
ante-uterine hsematocele. The blood is at first fluid ; it then coagu- 
lates. It may remain unchanged for a long time ; if small, it is 
usually absorbed. It may suppurate and break through into the 
rectum or vagina, rarely into the bladder or peritoneum. 

What is the etiology ? 

A. Predisposing causes : — 

/ Active menstrual life, 25-35.- 
l^ Extra-uterine gestation. 
J Frequent child-bearing. 
ty Varicose condition of veins of broad ligament 
p ^Disease of tubes or ovaries. 
^ Previous pelvic peritonitis, with adhesions. 
/ Atresia of genital tract. 
^ Haemophilia. 
Poor surroundings. 
J Low state of the system. 
. Anything causing congestion of the pelvic viscera. 
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1 fluctuating. If the 
Is nsually preceded by 

natoma? 

>f the uterus, not as 

lie? 

QDoe from shock and 
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hemorrhage, or later from peritonitis or sepsis. If the effiision is 
small and well encapsolated, recovery often oocors. If the hsBmato- 
oele results from the rupture of an extra-uterine fruit sac of any con- 
siderable size, the case, without operation, is usually fatal. 

What is the prognosis of pelvic hsnnatoma ? 

Usually good. If the efiiision suppurates, the prognosis is less 
favorable. 

How would you differentiate pelvic hsBmatocele from acute 
pelvic peritonitis ? 

Pdvic hcpmatocde vs. Aade pdvic peritomtU. 

Histoiy of sudden, sharp pain. Less sudden in onset ; symptoms 



with symptoms of shock and 
hemorrhage. 

Absence of acute inflammation 
at first 

Uterus :isually displaced for- 
ward. 



of shock and hemorrhage 
wanting. 

Symptoms of acute inflammation 
at first 

Uterus fixed, not markedly dis- 
placed. 



How would you differentiate pelvic hsBmatocele from a fibroid 
tumor of the uterus ? 



Pdvic hcematocde 

History of sudden, sharp pain 
and symptoms of shock and 
hemorrhage. 

Soon followed by signs of in- 
flammation. 

Less intimately connected with 
the uterua 

Sensitive to pressure. 

Density less. 



vs. Fibroid ttumor. 

Of slow growth ; symptoms 
gradually developed. 

Absence of signs of inflamma* 

tion. 
More intimately connected with 

the uterus ; moves with it 
Insensitive to pressure. 
Density greater. 
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How would you di&rentiate pelvio hflBmatocele from a retro- 
flexed or retroYerted uterus 1 

Pdvtc hatnatoceh vs. Retrojlexed or retroverted uterus. 

Acute histoiy of pain, shock and Usually a long history. 

hemorrhage. 
Fundus of uterus usually lies Fundus backward; absent in 

forward. front 

Sensitive to pressure. Less sensitive, unless surrounded 

by peritonitis. 

How would you differentiate pelYio hsBmatocele from an 
oYarian cyst ? 

Pelvic hcematocde vs. Ovarian cyst 

Acute histoiy of pain, shock and History of slow growth, with few 

hemorrhage. general s3rmptoms. 

More sensitive to pressure. Less sensitive to pressure. 

First elastic and soft, then hard. Usually fluctuating throughout 

How would you differentiate pelYic hsBmatocele from im- 
pacted fflBces ? 

By the history, rectal examination, and thorough emptying of the 
rectum. 

How would you differentiate peMo hsBmatooele from retro- 
uterine carcinoma 1 

Pdvic hcpmatocde vs. Retrouterine carcinoma. 

Acute history of pain, shock and History of a chronic disease. 

hemorrhage. 
Uterus usually pushed forward. Uterus but little displaced. 

How would you differentiate peMc hasmatoma from peMc 
cellulitis? 

Pelvic hcematoma vs. Pelvic cellulitis. 

History > of sudden, sharp pain, History of labor, abortion, or 

perhaps .symptoms of shock operation on the cervix. 

and hemorrhage. 

Signs of acute inflammation ab- Signs of acute inflammation 

sent at flrst from the first 

Less sensitive. More sensitive. 
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What is the treatment of pelvic hematocele? 

The indications are : — 

1. To arrest hemorrhage and relieve the shock. 

2. To treat inflammatoiy complications and cause absorption of the 
exudation. 

3. To avoid sepsis. 

Keep the patient perfectly quiet ; it is well to give a small hypo- 
deimic of morphine to quiet alarm and mitigate the shock. Some 
recommend the application of ice to the vagina and abdomen. Give 
Hght diet 

Later, apply heat externally and internally, by hot poultices to 
the abdomen and hot-water douches to the vagina ; blisters may be 
of value. 

If the hsdmatocele is the result of the rupture of an extra-uterine 
^it sac, open the abdomen, check hemorrhage (by clamping, and 
later, ligaturing broad Hgament), cleanse the abdominal cavity and 
drain it. 

If the effusion of blood suppurates, free drainage is desired. This 
is usually best accomplished by opening the abdomen, and if the pus 
sac cannot be removed, drain through the vagina, with the aid of 
sight and touch given by the abdominal opening. By this means 
one can puncture where sac is adherent to vagina without going 
through healthy peritoneum or intestine. 

What is the treatment of pelvic hsematoma? 

The indications for treatment are the same as for pelvic haemato- 
cele : Quiet, cold, followed later by heat externally and internally ; 
blisters. If suppuration occurs, drain through the vagina. It is 
often advisable to open the abdomen to determine the best situation 
to establish dirainage through the vagina. 
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MENSTBTTATIOir. 

Define. ^. 

Menstraation is a periodical series of phenomena, tlie most marked 
of which is a discharge of blood from the uterine mucous membrane, 
with a shedding of its superficial layers, beginning, on an average, in 
this country, at fourteen, and recurring monthly till forty-four. The 
relation of menstruation to ovulation is still unsettled ; Lawson Tait 
claiming that the Fallopian tubes have more influence on menstrua- 
tion than have the ovaries. 

Describe the factors which inflnence the onset of menstrua- 
tion ; what is the average frequency and duration of 
each period? 

In temperate climates, menstruation usually appears at 13-15 
years ; it is earHer in warmer climates, later in cooler ; it appears in 
girls who live an indoor, city life, earlier than in the country. The 
periods normally appear every 28 days, but in this there are great 
variations ; some women in perfect health menstruate every 3 weeks, 
some only every 5 weeks. 

The average duration of each period is 3-4 days, but this varies 
between 2 and 8. The discharge of blood is usually slight at first, 
reaches maximum on the second or third day, then gradually dimin- 
ishes. 

Disorders of Menstruation. 
Amenorrhcea. 

Define. 

Amenorrhoea is the absence of menstruation between puberty and 
the menopause. It is the normal condition during pregnancy and 
lactation. It may be divided into : — 

a, . Emansio mensium — 

Where menstruation has never appeared. 
6. Suppresio mensium — 

Where menstruation has appeared, but fails to reappear. 
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What is the etiology of amenorrhoea ? 

The most frequent cause is anaemia, especially that form called 
chlorosis. Other causes are phthisis, or other debilitating diseases ; 
acute diseases at puberty ; non-development of the generative organs ; 
atrophy of the generative organs ; increasing obesity ; removal of 
ovaries and tubes by operation. 

What are the Bymptoms? 

Amenorrhoea is itself more a symptom than a disease, and the 
83nuptoms which usually accompany amenorrhoea are those of the 
disease which causes it — ^most frequently ansBmia or phthisis. Thus, 
from anaemia we have : — 

Pallor. 

Dyspnoea and palpitation of the heart on exertion. 

Depraved appetite. 

Constipation. 

Headache. 

(Edema. 

Murmur at the base of the heart 

Neuralgic pains. 

Hysteria. 
From phthisis we get the regular symptoms of cough, emaciation 
and night sweats. 

What is the prognosis ? 

When associated with simple anaemia the prognosis is good. 
When due to non-development of the generative organs the amen- 
orrhoea usually continues. When associated with phthisis or other 
wasting disease, the prognosis is that of the disease. 

What is the treatment of amenorrhoea 1 

a. When due to anaemia : — 

Some form of iron, as Blaud's pills ; oxygen ; nourishing food ; 
fresh air ; regulation of the bowels, and attention to the mode of 
life. Permanganate of potash and the black oxide of manganese 
are recommended, but their useftdness is doubted by many. 

6. When due to imperfect, or non-development of the generative 
organs : — 

Determine, under anaesthesia, whether ovaries are present or not ; 
if absent, do not attempt to induce menstruation. If the ovaries are 
7 



ic lite geuBol lieikiL, the feDowing methods 
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£iMK9c9ij t4> itterBs wmdi o^^er owies. 

^ns± ptffinwf^, «r otiker imsdiig disease, tlie 

iif ar«M imijyeMf i ■ j iii'il y w, dae to exposure to cold, 
-t^: iifC SKCM imm Mtti^ Imc afffiottdoBS to the pelTic region 
aaOArth»s- iMiX3HJ*!r, la^f he msoi with si£ety jumI advaotage. 



Viaim.^e^ iKSscnuD.'tt k a imodbail £scliar^ of hlood fit>m 
itflW' ;un .jfi^ x«^ .c^wrthaB the iflfiexiar of the litmus. It may 
^jic««r vxk ^aisMT u»cSft.ier)iB* or acasiy MenstmatioD ; it usoally 
a;^«:3Z« 12 a:«.«3 ibe caie ^•f the i«nlar 1l»w, It may oome from 
ali:>.cc aij bi^r a> xaeBLbca»e : fivaa the aose, Booth, Ix^ast, etc ; 
it sar ajso .'^.o^ :^.a a= v-|«em aii« ; it is «9u])y due to a watery 
o.o^ja cf tbe K-x«i aai a i^x>r oondBtkHi of the Uood Tessels. 

MeiMirriuigia and IMrofrhagia. 

Define. 

3Iefiorrfaagia is a prv4^Hi^i i^- exctSi^Te meostiual flow. 
Metrorrhagia is '* oterioe hemocrh;ige oocorring independeotly of 
the menfic&" 

What if the etiology? 

Menorrhagia and metrorrhagiji may he produced hy caoses acting 
at a distance, or local, in or about the uterus itself Acting at a 
distance are : — 

1. Obstructed general clrcnlation finom disease of heart, lungs or 
liver, 

2. Low condition of blood and vessels in certain wasting diseases. 
Acting about the uterus are : — 

1. Inflammation of the pelvic peritoneum ; 

2. Disease of tubes or ovaries ; 

3. Tumors. 



I 
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The most common causes are situated in the uterus itself, and 
among them are the following : — 

1. Suhinvolution of the uterus ; 

2. Ketained secundines ; 

3. Submucous, or interstitial fibroids ; 

4. Polypi; 

5. Carcinoma; 

6. Fungous granulations of the endometrium. 
The last is the most common cause of all 

What is the treatment of menorrhagia and metrorrhagia? 

When due to causes acting outside of the uterus, the treatment is 
that of these causes ; at the same time, there will often be found 
iungous granulatioiis of the endometrium which magnify the influ- 
ence of the distant causes ; these fungosities need to be removed by 
the curette, under antiseptic precautions, and iodine, or carbolic 
acid, or a mixture of the two, applied to the endometrium ; it is 
then advisable to administer the fluid extracts of hydrastis cana- 
densis and ergot. Disease of the pelvic peritoneum, tubes or ovaries 
requires its own treatment Fibroids may demand removal of ova- 
ries and tubes. Polypi require removal. Carcinoma needs its own 
treatment Fungous granulations demand curetting as above. 

Dysmenorrhoea. 

Define. 

''Dysmenorrhoea may be defined as the occurrence of pain just 
before, during or after the menstrual period " (Hart and Barbour). 

What are the varieties of dysmenorrhoea? 

The following varieties are mentioned, but seldom distinctly 
diflerentiated : — 

1 . Obstructive ; 

2. Congestive; 

3. Neuralgic; 

4. Ovarian ; 

6. Membranous. 



3m 





the ezpolaoD of 
k lucwifii ^ T^nC A AHBki pdeBcd ktwesa tke penods usually 



MiKLiai::^! *" rtrtr7*:a :^ i^ cerrioil ctaal hj omt of the ^ktors 
of tike ckw^ifcn^tif^er T^netj. aod t!be Tifmyntirc of the patency 
I9' the oecKacuKil fasBabc^ of extfeiiEaed sosads lor a few weeks, or^ 

mmn^ed a$ to drain ; this ma^ be of haid idbber, or of wire, as thai 
of Otttefhridbe. 

It is often wke to tow^ the internal os after dilatation with car- 
bolic acML or iodised phenoL 

The intn-ntefine stem shoald only he used while the patioit is in 
bed. 

Congestive Dysmexorrhcka. 

What if the etiology ! 

"Congestive dysmenorrhoea depends upon an advance of the 
menstrnal congestion beyond the physiological limits '' (R^ve). 

The conditions associated with congestive dysmenorrhoea are the 
following : — 

a. Exposure to cold ; 

b. Defective general circulation ; 
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c Metritis; 

d. Endometritis; 

6. Displacements of the uterus ; 

/ Pelvic tumors ; 

g. Pelvic peritonitis. 

What are the 83rinptom8 ? 

Between the periods there are usually sjrmptoms of pelvic trouble, 
or defective general circulation. 

Just before the flow begins, there appear feelings of weight and 
heat in back and pelvis, headache, flushing of the face, and some 
rise of temperature ; the pulse is rapid. The symptoms are usually 
relieved by a free flow. 

What is the treatment ? 

a. During the attack — 

1. Hot mustard foot-baths ; 

2. Hot sitz-baths ; 

3. Diaphoretics; 

4. Hot pelvic applications. 
h. During the intermenstrual periods — 

1. Seek to remove the cause ; 

2. Scarify cervix occasionally ; 

3. Employ glycerine tampons ; 

4. Avoid excessive coitus and exertion. 
Just before the flow begins, use hot- water vaginal douches. 

Neuralgic Dysmenorrhcea. 
What is the etiology ? 

This fi^uently occurs in combination with some of the other 
forms of dysmenorrhoea, especially the congestive ; it is most often 
associated with an indolent, indoor life, anaemia, malnutrition, 
chronic malarial disease or hysteria. Sometimes no cause can be 
ijssigned. 

What are the 83rinptom8? 

Pain, sometimes referred to uterus, sometimes to ovaries, some- 
times elsewhere ; it changes its situation ; is often shooting in char- 
acter ; usually begins a little before the flow ; is sometimes reUeved 
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by a &e>e %ow, B«mvem t&e pedixk, bo ^m&cio^cd dtanges can 
be <kc«x«KMi ia tbe f«fhie orcaww b«t pirinil safes frmi neuralgia 
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HENSTKDATION — I 

ottea ii]termitt«Dt ; thoa the symptoma resemble tlioae of obstructive 
dyameoorrbora. The eoaise U uaoaUf protracted. 
How would yon differentiato mentbruums dysmenorrhoea 
&am an early abortion 1 

By the abseoce of cboriooiu villi and by the repeated o< 



Sketch or* DranHDorrhsal Hembnne w saeii undei Wat^ (Sir J. Y. Strnpsnn). 

What is the treatment! 

a. Between the perii>da — 

Dilate the oervic, curette the ub^rine canal, and apply to tlie 
endomettium iodized phenol, pure carbolic, or tincture of iodine. 

b. During the lueDstrual period — 

Use hot baths, hot applications to the pelvis, and diaphoretics. 
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Halformations of the Vagina. 
What are the important Tarieties t 

a. Atresia TB^iue ; 
h. Doable vagioa ; 
c. Absence of vagina. 

Atresia Vagina 
CKve the varietiea and etiolo(ry. 

Atresia of the vagina may be either at the hymen, fbnnmg atreffla 
hymenalis, or higher up in the vagina, forming atre«a vaginalis. 

Etw^gj/. — Atresia hymenalis is usually congenital, from mal- 
development. Atresia vaginalis is either congenital, or may be 
wquired fiom cicatrization following — 

a. Sloughing incident to partuiidos ; 
6. Adhesive vaginitis ; 
e. Tranlnatism ; 
d. CaustJcB. 
What are the aymptonu of atresia vagfinn T 

They are dependent on the accumulation of the menstrual blood, 
hence in congenital cases they are sbeent till pnberty. The subjective 
symptoms of menstruation oome on, but there is no appearuice of 
Uood ; at the next period the subjective symptoms are repeated. 
The periods then usually come more frequently, and soon a tumoc 
he hymen, the latter bulges, and the 
i, forming a hsmato-colpos. 
ervix is usually not dilated ; m atrena 
xtend to the uterus and tubes. 
f course there will be no symptoms till 
■d. 

ktTBiift hymenalia if nnrelieved by 

lay rupture ; if thick, the vagina may 
semia may occur, 
resia ragiiLalis T 
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The nteras and tubes may become distended, forming hsemato- 
metra or haBmato-salpinz, and may rapture. 
The atresia may rupture. 
After rapture, septicamia may occur. 

Where else in the genital tract than in the vagina may 
atresia occur ? Oive the etiology and symptoms. 

Atresia may occur at the cervix. 

Atresia of the cervix may be congenital, or acquired from cicatri- 
zation following parturition, the use of caustics, or from a too close 
trachelorrhaphy. Symptoms appear when the menstrual blood ac- 
cumulates behind the atresia, and resemble those of atresia vaginse. 
The amenorrhoea and enlargement of the uterus may make one 
suspect pregnancy. 

What are the results of atresia of the cervix if unrelieved by 
operation? 

If it is present during menstraal life^ the uterus and tubes become 
distended, and are liable to rupture, with the danger of peritonitis 
and deatL If it occurs for the first time after the menopause, it 
may cause little trouble, or the atresia may rupture. 

What is the character of the retained fluid? 

During menstraal life the blood is of a brownish, chocolate color ; 
it is grumous and treacle-like in consistency, kept from clotting by 
the mucuB. 

Aft«r the menopause, the retained fluid is honey-like. 

What is the treatment of atresia of the genital tract with 
retention of the menstrual blood ? 

Aspirate slowly ; under strict antiseptics, incise the obstruction, 
and maintain the opening by a glass plug. 

What are the dangers of rapid evacuation of a hsBmato- 
metra? 

The tubes are probably distended, and have formed adhesions ; 
the rapid collapse of the uterus would tend to tear the tubes from 
their adhesions, with the danger of rupture of the tubes, and perito- 
nitig. 
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Malformations of the TTtertu, 

What are the principal varietiea 1 

I- BudimcDtary uterus ; 

2. Utema bipartitus ; 

3. Uterus nniconiist 

4. Ul«nifl bicomis ; 
6. Uterus didelphys ; 

6. Utema septus ; 

7. Infantile uterus ; 

8. Congenital atrophy of the nteros ; 

9. Complete absence of the uterus, veiy rare. 



SudimenUry OMrua (Velt). Sa, fxnm; t^ lolld rudiment of utanu; A. rudi- 
lueotirrhoTDi £, bladder ; O, oiary; T, Fallopisn tube ; r nuDd Ugimsat. 

Desarihfl the rndimeiLtaTy ntems. 

In this oase (see fig. 13)" the uterus is represented by a band of 
mtL9Cular fibre and connective tissue on the posterior wall of the 
bladder." (Hait and Barbour.) 
Desoribe tiie Btents bipartitus. 

In the uterus bipartitus (see Fig. 14) the rudimentatr horns are 
present, and are either hollow or solid and cord-like ; they aie con- 
nected to each other and to the vagina b? the cervix, vhich is repre- 
sented by a fibrous band. The ovaries, breasts and external genitalr 
may be well developed. 
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Describe the ntenu tuiiconiis. 

The body of the uterna in this variety (see Fig. 15) is long and 
narrow, and is directed to one side ; its fundus has attached to it one 
Fallopian - tube and ovary ; on the opposite side of the body is seen 
the representadTe of the other horn, which is dther aoUd or hollow ; 



i; U.atent; k. rudimenUrf luira ; O, 



tOtmolta elonral«d b»Dd; inpolnlof coDneelLon with Ihe Fmlloplan tuba Is 
lndtcUddbr thelDHitlon of tb< rouncl llgWDent, which ig LjpertrDphltd. Othor 
letten u In preceding dlacnau. 

ooanected with this, and separated from it hy the attachment of the 
round ligament, are the tube and ovary of that ade< 
Deioribe the stemi bicomis. 

In this form (see Fig. 16) the divimon into two homs is distinctly 
visible externally ; the division is usually seen also in the interior of 
the uterus on sectioo. 
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Dlanu Kaoroli Cnlcollii (Schracdn'l. r, louDd UrudsdI. 



trwnu DIdclphTa. a, rigbt etTitj; b, left OTttr, e. right OTarj; d, rtgbl round 
lltrnmenti «. left round Itgmniedt ; / ]«n tnha ; ;, left tbiIdiiI partlod : A.ri||l<t 
Tiilnkl portion; i, rizht laEinR; j. led mglDft: 1, partition betveeu llio ivo 
nglUB. (FTaiiiI>eSlD«tT,>n«rOiri>lei.) 
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What ia the utenu didelpl^iT 

Here the two halres of the trtons are sepaiated throughoat (aee 
Fig. 17). This oonditjon is reiy rare. 

DsBcribe the atenu septus. 

Here the division is entirely internal (see Fig. 18) ; banning at 
the iiindns, it extends a rariable distance toward the os eitemiun. 
sometimes reaching it. There is no indication of tite diviaioD from 
the QDtade. 

Fw. IS. Fie. a. 



Dtcroa BapCiu in Verticil TruaTena Scvtion (Katt~ In&ntile UWnis 

niiQl). (r(nl«ruii1.plH«dODM|>tuin>blchdlTidca iSchnwder). 

c»ltTiD(otira1>tenl]KHUaiui 1} Fmlloplui lub« ; 
KTHglnftdlTldedliitoliilcnlcintieabj prolongi- 
UDD of Hptiun downnrd. 

Wliat is an infantile ntenuT 

Id this CModitJon (see Fig. 19) the cervix is 2-3 times longer than 
the body, the relation of cervix to body remaining as at biitk The 
ntenis as a whole is smaller than normal 

Vhat ii meant by oongeuital atrophy of the nteros t 

The rehujve lengths of cervix and body (see Fig. 20) conform to 
thoee of a virgin uterus, but the whole uterus b atrophied. 



no 
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What is the occurrence of complete absence of the utems? 

It is very rare indeed, and can only be ascertained by a post- 
mortem examination. Many cases of supposed absence of the utema 
are proved, on autopsy, to be cases of rudimentary uterus. 



Fio. 20. 




Primarj Atrophy of the Uterus (Vircbow). 



Displacements of the TJtems. 

WH<j^t do we mean by a displacement of the uterus in a 
<41ulQal sense 1 

^' VH^V^^ lu tho position of the uterus only become displacements, 
iu ^Kv» v^i^ivnU mnwo^ when they are more or less stable. limitation 
v4 Kiuvimuvv wi* iiw normal movements of the uterus is a main 
iiWuv^^Ut^HM^r iU displacements.** (Schultze.) 

What av# th^ prinoipal displacements of the uterus ^ 

#1. Ante version ; 

6. Anteflexion ; 

r. Retroversion ; 

</, llotroflexion ; 

t. IVilapse. 
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What is the difierence between & "TerBion" and a "flexionf* 

Ii, a"veraion" thecanakof thecerrii and body are in the Bame 
straight hue ; in a " flexion ' ' they make an angle with each other. 

Antkversion. 
What u the pathology 1 

The uterine axis is straightened (see Fig. 21), so that the fiioduB 
lies forward, and the cervix is direeted backward toward the hollow 



AnteTeislonof the DtBnii (Scbneder). 

of the sacram ; the uterua is tieuallr enlarged and more rigid, 
especially about the internal os. The antcvcrted uterus may be 
fixed or movable. 

What is the etiology? 

The chief causes are those of a metritia, and pelvic peritonitis or 
ccUulitis, thus : Subi a volution, laceration of the cervix, with sepsis, 
and other causes of pelvic inflammation. 
What are the BymptomB 1 

They are the symptoms of the accompanying metritis, peritonitis 
or cellulitis. One of the most marked symptoms is frequent micto- 
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litioi^ <lu^ to the pressure of the utems on the bladder, the utema 
being fiwd forward and not allowing the bladder to expand normally. 
SckixHxkMr describes a discomfort arising from the motion of the 
<«Ui^ii. iit^nsitive, anteverted uterus, occurring with the movements 
of tJli^ ivntitMit Menorrhagia sometimes occurs. 

Wtel %re the physical signs ? 

TW \>^nx is tiw back, pointing toward the hollow of the sacrum ; 
I V K^iy \»f tho uterus lies just above the anterior vaginal wall, the 
4^ *s^^ juM In^hiud the pubis. The normal angle between cervix and 
Vv^ ¥!t v44iU^rttted ; the mobility or fixity is easily detected. 

WWI i« the treatment ? 

^'^>'>^ »if\>*^| the accompanying inflammation by hot- water vaginal 
.K^^ iK"*^ knUnt^ to tbo fornices, and boric acid and glycerine tampons 
Vi^*i*U ^V vvrvix, or both in front and behind. Continue this 
uv\uuK^ liU (UI inflammatory symptoms have subsided and the 
H^^ i vkx w\ ^k^hK^ Relief is then often given by such a pessary as 
K\uus.^ \ iW |H>»tt>rior bar of which, when placed in the posterior 
VUU..V i>U!^^ tho wrvix forward, and thus raises the ftindus some- 
s' 'w^ tiNMMk iW Uudder, and at the same time raises the uterus a 

Anteflexion. 

Mti h«^ U th« y^thology ! 

lu vuu dv\u^ ^ho body of the uterus is bent forward on the 
X V \ \ \^v c b^H' "^ ; iw order for this to be pathological, there must 
■s ' vr:-iu,\ u ubo )mAw% of flexion. 

U u,*;^ iv x\u^cui^^ i^ puerile, Schultze) or acquired. 

lUv ui v'v I .\uuiuv>u vHU^j**^ of the latter are a metritis occurring in 
i lU V Uv uuiu\ vn' uu iufcuumatory process occurring in the utero- 
a ,il livauuuus vb44\kiu^ iho upper portion of the cervix upward 
iM I Uutvw.uvK 'IH^k hut v'lr W the most usual cause. Bandl thinks 
vv \ \ . ' V auiu K ilw tUxt» v.H^«4H\ extending to the cervical tissue, arid 
t\v a u' I So v\ UuUv lUNxuo iu ihe utoro-sacral ligament 

U 1^ ^v'uu umv.T vwuj4».\l by ih^ adhesions of peritonitis drawing the 
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Whai are the Bymptoms ? 

a. Dysmenorrhoea; 

b. Surility; 

e. Disturbanoe of bladder funetiona — frequent micturition ; 

d. LeacorrhcBs; 

e. Other ^^ptome are those of the accompanying inflammation. 

What are the physical signs t 

The cervix Ues rather high ; the oa ia directed downward and 
forward ; aa yon pass the finger up along the anterica" wall of the 



ADt«fleilon or th« UltruB <Schroeder). 

cervix, it runs into a marked angle between cervix and body. The 
body can be felt lying in front of the cervix, just above the anterior 
vaginal waU. The cervix is often long and the os small The uterus 
is sometimes both anteflexed and retroverted. 

From what mnit yon di&rentiate an anteflexion? 
From — 1. A fibroid tumor in the anterior wall of the uterus ; 
2. An inflammatijry deposit in front of the cervix. 
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How vonld Ton diiEBraitute an aoteflexed ntenu from a 

fibroid tnmor in the anterior wall f 

In an anteflexion yoa oumot feel the fbndns elsewhere, and a 

sound paaaes when shaiplr cuired 

"°- ^ into the body felt in boai of the 

In a fibroid in the anterior wall 
(see li^. 23) the sound does not 
pass into the body felt in front of 
the cervix, bnt behind it, and the 
fiiadiiB can be felt above and behind 
the fibroid. 

Hov would 70a difibrentiate 
an inflRmmatory deposit 
from an anteflexion T 

The fonuer is oouiparatively rare, 

bnt when present ia usually more 

seodtive than an anteflexion ; in 

the case of an infiammatorydepoHt 

■touuil luuwd to thaw ttaM a F!hr<M in front of the cervix, a careful 

of thu Aularlnr W«ll !• not u , . , . . .,, „ 

.VuMOmtuu (Lebiand). bimanual examination wiU nsoally 

Bhow the frindus elsewhere^ 
LHu'iu^ tho acute, inflammatory period the sound is contra- 

Wb»t i« the trMtmeat of aateflexioaT 

Kiiai irwit uU uxiHting pelvic inflammation. by means of hot-water 
tk'it>')ii«, iKiuutur-irriUtion and glycerine tampons. When aU inflam- 
ui.ii>>J.\ F<,vuit>Uiuui lutve subsided, dilate the cervix, under antiseptic 
t'liwivilii'iM, with one of the glove-Btretcher dilators, and apply 
t.iiU'ln' uvid IT iddixod phenol to the region of the internal 
v>.-w M.iiiil.iiu thu lUktution by the introduction of the gradoated 
K ml ililitU'iB, 14' wiuiiiK once or twice a juonth for two te three 

S.'ui.' i'Ui|>l».v th<i iulro-utt'riiie stem for muntenanoe of the dila- 
l.inv>ii, l»a iKl-, u iMtuuiMiiitid by danger. 
\kiUiiluul)ii''a viivv luW aroaljw employed for this purpose. 
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Retroversion and Retroflexion. 

"Retroversion may be defioed as the permanent dislocation back- 
ward of the fundus nteri, when the fona of the uterus ia such that 
axis of body and azia of cervix are identical. Retroflexion denotes 
the permancDt backward dislocation of the fundus uteri, with simul- 
taneous flexion of the uterus over the posterior surface. ' ' (Harrison. ) 

Wliat is Hie etiologr and pathology T 

Retroveision (see Fig. 24) may exist by itself, but with retroflexion 
ihere is always more or leas retroveraion. Usually the uterus is fiist 



BetroToiston of Ihe Uietui (Schroeder.) 

retroverted, and then iDtra-abdominal pressure continuing, if the 
uterus is flexible, the fundus is pushed backward and downward. 
The combination of the two is thus most common, and is described 
as retroverEdn-flexio (see Fig. 25). Retroversio-flexio is most fre- 
quent in muttiparSQ following parturition, where the ligaments are 
lax and patient lies on the back, and especially if the patient rises 
before mvolutioQ has occurred. It may occur, however, in uullipaige 



OP QYN^COLOOT. 

. or vir^ns, frova severe btona, falla, lifiing, straining, etc.; also frum 
inflammatoiT adhesioDS, drawing the uterus backward. 

The most comtnoa agent in pushing a movable uterus behind the 
perpendicular is distention of the bladder ; intra-abdominal pressure 
may then act on the anterior surfuce of the uterus, RelajcalJon of 
^ the utero-sacral ligaments, and thickening and shortening of the 
utero-ve«cal, fevor retroveraio-fle^o. 

Pathologically, we usually find the bod; of the atenis congested 
and enlarged, and more or less rigidity at the junction of cervix and 
body, fiom development of fibrous tjssoe. 



ffliat are tli« symptouuT 

1 . More or less constant piun in the back 

2. Symptoms of pelvic infiauunation; 

3. Constipation ; 

4. Irritability of the bladder ; 
6. LeucorrhiKa ; 

6. Menorrhagia; 

7. Dysmenorrhtea, especially when flezioi 
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8. Abortion; 

9. Sterility; 

10. Keflex neorosea 

What are the physical signs ? 

On making the bimanual examination, you find the cervix nearer 
the vulva than nonnal, the fundus absent in front, and the os pointing 
more or less forward ; on running the vaginal fingers along the pos- 
terior wall of the cervix, you find a body which, in a retroversion, 
continues the line of this wall, in a retroflexion makes an angle with 
it. This body moves as a part of the uterus ; the sound passes 
into it 

From what must you diSSsrentiate retroversio-flexio? 

1. Fibroid tumor on posterior wall of the uterus ; 

2. Faeces in the rectum ; 

3. Inflanuuatory deposits ; 

4. Prolapsed ovary or small ovarian tumor. 

How would you difierentiate retroversio-flexio from a fibroid 
on the posterior wall ? 

Make a carefrd bimanual examination. In case of a backward 
displacement of the uterus, we find an absence of the ^dus in front, 
the cervix points more or less forward, and the sound, when intro- 
duced, goes backward. 

In case of a fibroid on the posterior wall, the fundus may be felt 
in front of it, and the sound passes forward. The tumor may feel 
more irregular and harder than the uterus. 

How would you differentiate the Aindus uteri from fsdces in 
the rectum? 

On bimanual examination, the fundus can oflen be felt forward, 
and the sound passes forward ; the faeces have a more doughy feel 
than the uterus ; if doubt exists, always empty the rectimi before 
making a diagnosis. 

How would you differentiate the ftindns uteri from inflam- 
matory deposits in the pouch of Douglas ? 
During the stage of acute inflammation this may be very difficult, 
as the sound is then contraindicated. Finding the fundus in front 
is the chief element in the diagnosis. 
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When acute inflammation has subsided, introduction of the sound 
will give great assistance. 

How would yon differentiate the fondus nteri from a pro- 
lapsed ovary or small ovarian tumor ? 
By mining a careful bimanual examination, the uterus is found 
lying in front of the prolapsed ovary or tumor. Assistance may be 
given by the use of the sound, or drawing down the cervix with a 
Tolsella. 

What are the indications in the treatment of retroversio- 
flexio f 

1. To treat the pelvic peritonitis or oellulitis, if present, according 

to the regular methods ; 

2. To replace the uterus ; 

3. To retain it in place. 

What are the methods of replacing a retroverted or retro- 
flexed ntems when movable ? 

1. Place the patient in Sims* position ; introduce index and middle 
fingers of the right hand into the posterior fornix vaginae ; have 
I^Atient breathe deeply and slowly ; during an expiration, raise the 
Knly of the uterus with the backs of the vaginal fingers till it passes 
ih^^ promontory of the sacrum, then transfer one or both fingers to 
tK\' (W^nt of the cervix, and push that backward ; this throws the 
tm^h^^ forward. 

^ A^H^hor method is to replace the uterus while patient is in the 
vk t*H4( |^v<itlon, by means of the bimanual, either vagino-abdominal 
vH w\^^ <^Ukmiinal. In this method the body of the uterus is raised 
^v .^v ik'^ix^** ui the vagina or rectum until it can be grasped by the 
. .v.v sUxu^ V^Msl^ whon it is then brought forward. 

\ V\ ^viA ^l^v UhI^' of the uterus is very sensitive, so that pressure 
\\ .>s lu^^v^H v^ v\>\y jniiuful, the uterus may be replaced by means 

t .\ ,v s*..vtv vt (v4K»ws : Introduce the sound with the concavity 
k \v u M^Ai> the handle describe an arc of a circle from 
u.x ^i . vSv M j4\»wly depress the handle toward the perineum ; 

u* V , ^v V ^^v ^*^\ id utoms, the following method is sometimes 
' H*.v ^M^^^^ iu the geuu-pectoral position; drawdown 
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oenrix with the volsdla, and press fondos uteri toward the bladder, 
with the finger in the rectam. 

When the nteras in a retroy^ao-flexio is rigid at the angle of 
flexion, we do not expect to remove the flexion, bat only to ooiroet 
the vendon. ^ 

What are the methods of repladng a retroyeited or letro- 
flexed ntems when fixed by adhesions ? 

If fiigns of pelvic inflammation are present, treat the inflammation 
by hot douches, sitz-baths, wet pelvic packs, attention to the bowels, 
^;c When the inflammation has suhfflded, the uterus may gradu- 
ally be replaced by cantious manipulation and stretching of the 
adhesions, and gentle attempts at raising the uterus, a few moments 
at a sitting, with the fin^rs in the posterior fornix vaginae ; after 
the manipulation insert a tampon, to be worn for twenty-four hours. 
The manipulations may be assisted by hot-water vaginal douches 
between the sittings. 

Schultze's method of forcible reposition consists in placing the 
patient under ansBsthesia, in the lithotomy position, inserting index 
and middle fingers of left hand high up into the rectum, and with 
these fingers forcibly, but gradually, elevating the fondus uteri and 
breaking up the adhesions ; the right hand is placed on the abdo- 
men, and as the uterus is elevated, it is grasped by this external 
hand and brought forward. 

This method is rarely advisable. 

What are the means for retaining the ntems in place after 
reposition! 

1. Pessaries; 

2. Operative procedures. 



Pessaries. 

What are the varieties in most common use f 

1. The Albert Smith ; 

2. The Emmet; 

3. The Thomas. 

Describe them. 

They arc all usually made of hard rubber. 
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The Albert Smith (see Fig. 26) ia a modificatioD of tbe Hodgs 
peaaary ; its anterior extremity is narrow, the posterior broad ; the 
posterior extremis curves upward behind the cervix, the anteri<H' 
downward away from the urethra. 

The Emmet pessary is usnally made of a la^^r bar tbau the Albert 
Smith, and the cnire is much flattened. 

The Thomas (see I^. 27) is bag, narrow, and has its posteiica' 
bar much enlarged. 




Albert Smtlh rvmtij. Tbomu Fdwij. 

Hov do«s s retroTeTiion pessary act! 

Not by poshing up the body or fondus, but by making the poete- 
rior va^nal wall tense, thus drawing the oerrix backward, and in 
this way throwing the fimdus forward. 

What are the contraindioations to the ose of a pessaiy T 
A pessary should not be introdnoed till all pehrio inflammation haa 

subsided, and, as a rule, not until the uteroB can be well brought 

forward; "but occasionally, when the nterus is elevated to about 

the promontory, the pessary may be appUed." 

What is tbe proper pontion of a retrovOTsion pessary after 
iiitrodactioni 
The broader extremity should lie behind the cervix and fairro 

upward ; the naiTOW in front and curve downward. 
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How would yon introdsoe one of these retroTonion peBaaries t 

They may be introduced with patient either in the dorsal or in 
Sims' poedtion, preferablyio the latter, and in the following manner: 
Staoding at the side of the table, near the buttocks of the patient, 
separate the labia a little with the fingeis of the left hand ; taking 



IntroducttDU af Fnuiy, Fint 6ttge (Hart and Barbour). 

the peBsary by the smaller end with the thumb and index and middle 
fingers of the right hand, introduce it between the labia, idth the 
breadth of the peHsary in the line of the labia (see Fig. 28) ; depress 
the perineum with the peesaiy as you btroduee it about half w^, 
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then rotate, eo tbst the breadth of the pessai? lies at right ragles to 
the lalna ; now gtasp the estenial portion of the pesaaiy with the 
left hand ; pass the index finger or index tmd middle fingers of the 
right hand in &ont of the posterior bar (see Fig. 29) and carry the 
pessary along the posterior vaginal wall, being caretiil that It does 
not slip up in front of the cervix. 



Saoand SUge : Peiurj orrisd on bj Ftoger [HBrt iiid BarbonT). 

What ara the precautioiis to be obunred ia the emplojrmeiit 
of a pessary T 
A patient after the introduction of a pesaaiy should be made to 
walk a little about the room, then to sit on n chur and cross one 
knee over the other, to ascertain if the pessary cansea pun ; if it 
does, it should not he kept in. A patient should always he told, on 
leaving, that if the pessary ca,u3e8 her pain, she must iotrodace her 
finger and remove it She should bo seen in a few days after ita 
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introductioii, to ascertam if the pessary is in position and is holding 
the uterus in place. The pessary should be removed and cleaned 
as often as once a month ; in the meantime the patient should be 
instructed to use a vaginal douche for cleanliness, two to three times 
a week. 

What are the operative procedures for holding a retroverted 
uterus in place after reposition ? 

a. Alexander's operation ; 
h, Hysterorrhaphy. 

Describe briefly Alexander's operation. 

Alexander's operation for shortening the round ligaments is per- 
formed as follows : The skin about the pubes is shaved and prepared 
antiseptically ; the pubic spine is taken as the first landmark ; an 
incision is then made, l}-3 inches long, &om that point upward and 
outward, in the direction of the inguinal canal ; the incision is deep- 
ened until the tendon of the external oblique is seen ; the external 
abdominal ring is now visible ; the intercolumnar fascia is cut through 
in the long diameter of the ring ; the round ligament can usually 
now be seen, with the genital branch of the genito-crural nerve along 
•its anterior surface. The ligament is then separated from neighboring 
structures and gently drawn out a little to show it is free. Alexander 
then leaves this side covered with a clean sponge and operates on 
the other side in the same way. The uterus is then thrown for- 
ward by the sound in the hands of an assistant and the ligaments 
drawn out till they are felt to control the uterus ; the ligaments 
are then given to an assistant to hold, and they are each sutured 
with catgut to the pillars of the ring ; the bruised ends are cut 
off and the remainder stitched in the external wound ; a fine drain ^ 
age tube is inserted and an antiseptic dressing applied. The patient 
is kept in bed two to -three weeks, and 'wears a pessary for several 
months. 

What are the objections raised to Alexander's operation? 

It is not applicable unless the uterus is freely movable. 
The ligaments are sometimes difficult to find. 
Unless a firm perineal support is built up, the uterus is very apt 
to resume its former malposition. 
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Describe briefly the operation of hysterorrhaphy for retro- 
versio-flezio. 
The abdomen is opened in the median line as for an ovariotomy ; 
the adhesions binding the uterus backward are broken up, the &ndus 
brought forward and the uterus stitched with hardened catgut to the 
anterior abdominal wall, the sutures being passed into the uterus at 
the insertion of the round ligaments. The abdominal wound is closed 
in the usual manner and an antiseptic dressing appUed. A vaginal 
pessary is usuaUy inserted for a time. 

Prolapsus Uteri. 
What is meant by the expression ! 

Hart and Barbour define prolapsus uteri as a downward displace- 
ment of entire displaceable portion of pelvic floor, uterus and ap- 
pendages past entire fixed portion, with coincident descent of small 
intestine. 

What is meant by the '^entire displaceable portion of pelvic 
floor " ? 

** The entire displaceable portion comprises bladder, urethra and 
vaginal walls. It has resting upon it the uterus, broad ligament, 
Fallopian tubes and ovaries.'' 

What is the " entire flxed portion of pelvic floor " ! 

That outside of the entire displaceable portion, i, e., tissue attached 
to the posterior surface of the sjrmphysis ; all outside the inner 
aspect of the levatores ani ; the rectum and tissue attached to the 
sacrum. 

What are the degrees of prolapsus uteri ? 

According to Thomas there are three : — 

1. When the organ has sunk in the pelvis. 

2. When the cervix is at the ostium vaginas. 

3. When a part or the whole of the uterus lies between the thighs. 

What is the etiology ? 

The three elements in the etiology of prolapse are — 

1. Relaxation of the ligaments of the uterus, combined with lack 

of tone in the entire displaceable portion of the pelvic floor and 

*' slackening of loose tissue around it ' ' 
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2. Lack of sapport in the entire fixed portion of the pelvic floor, 
espedaUy laceration of the perineom. 

3. Intra-abdominal pressure. 

The chief predisposing causes are parturition, laborioos occapa- 
tions, anything increasing weight of the uterus, advanced age. Pro- 
lapse is sometimes produced acutely by Uows, ^dls, heavy lifting, 
etc. , but is usuaUy the gradual result of the three elements mentioned 
above. 

What are the symptonu! 

Those of the acute prolapse are sudden, severe pain, vomiting, 
retention of urine and signs of peritonitis. The symptoms of the 
gradual prolapse are a dragging sensation in lower abdomen and 
back, and the discomfort from the protrusion and excoriation of the 
parts ; difficulty in urination is sometimes present 

What are the physical signs! 

These depend on the degree of the prolapse. K the prolapse is 
partial, the anterior vaginal wall bulges at the ostium vaginae, the 
cervix is lower than normal, and if there is marked laceration of the 
perineum the posterior vaginal wall also bulgea The uterus becomes 
more and more retroverted as it sinks in the pelvis. When the pro- 
lapse is complete, the cervix and more or less of the body of the 
uterus lies outside of the vulva; the anterior vaginal wall and part of 
the lower bladder wall have prolapsed with the cervix; the posterior 
vaginal wall with or without part of the anterior rectal wall is also 
everted. The uterus is usually enlarged and the cervix elongated. 

From what must yon differentiate prolapsus uteri? 

1. Hypertrophy of the cervix : — 

(a) Vaginal portion. 

(b) Supra-vaginal portion. 

(c) Intermediate portion. 

2. Cystocele. 

3. Rectocele. 

4. Inversion and polypi. 

How would yon differentiate prolapsus uteri from a cysto- 
cele! 

In prolapse the uterus is sunken in the pelvis ; in cystocele the 
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uterus lies in its nonnal position, and the protrading mass is found, 
by the introduction of the sound into the bladder, to consist of the 
anterior Taginal and posterior vemcal wall. 

How would you differentiate proli^us uteri from a recto- 
celel 

In prolapse the uterus is sunken in the pelvis ; in rectocele, pure 
and simple, the uterus lies in its normal position, and the protruding 
mass is found, by the introduction of the finger into the rectum, to 
consist of the posterior vaginal and anterior rectal wall. 

Both cystocele and rectocele are common complications of prolap- 
sus uteri. 

What is the treatment of prolapsus uteri f 

1. By pessaries. 

2. By operation. 

If the prolapse is slight in amount, the perineum preserved, and 
the anterior vaginal wall protrudes but a little, a pessary, like that 
of Albert Smith, may suffice to hold up the uterus. If this fmls, a 
cradle pessary will sometimes answer 

If the perineum is badly lacerated, or there is much oystoode, an 
operation is imperative. 

The operative procedures are : — 

1. That which restores the perineal support and unites the lower 
portion of the labia majora — episioperineorrhaphy. 

2. That which combines with the latter a " reefing " of the ante- 
rior vaginal wall — anterior colpoiThaphy, with or without amputa* 
tion of the cervix. 

3. That which combines episioperineorrhaphy with Alexander's 
operation, or hysterorrhaphy. 

4. Vaginal hj^sterectomy. . 

What are the indications for these different operations! 

Where the prolapse is slight, of the first or second degree 
(Thomas), with little or no cgrstocele, episioperineorrhaphy will usu- 
ally suffice; it may be supplemented by the use of a pessary. When 
the prolapse is more marked and associated with cystocele, the sec- 
ond procedure is indicated, with amputation of the cervix, if this is 
greatly hjrpertrophied. Some operators, in cases of marked prolapse, 
prefer the combination of episioperineorrhaphy with hysterorrhaphy 
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or Alexander's operation, to the method just described. Vaginal 
hysterectomy for prolapse is only indicated where the prolapse is 
complete, and other methods seem impracticable. 



Laceration of Perineum and Relaxation of Vagi- 
nal Outlet. 

What is the etiology ? 

The most common cause of laceration of the perineum is child- 
birth, either natural or instrumental ; rarely, however, it may arise 
from external violence, as falling astride of some sharp object, Re- 
laxation of the vaginal outlet, aside from being produced by these 
visible lacerations, is also caused by submucous and subcutaneous 
rupture or overstretching of the fibres of the levator ani muscle, or 
perineal fascia ; this, too, occurs most often during parturition. 

What are the varieties of perineal laceration ? 

The laceration may be slight, involving the fourchette, and extend- 
ing a short distance on the skin surface of the perineum. 

It may be extensive, beginning with the fourchette and extending 
through the sphincter ani and some distance up the rectum. 

It may be chiefly internal, the skin perineum being preserved ; 
these internal lacerations are usually lateral, extending into the vagi- 
nal sulci on either side of the columna, and either side of the rec- 
tum ; they are ofren bilateral. 

What is the importance of laceration of the perinenm ? 

It consists in the fact that in cases of marked laceration, the fibres 
of the levatores ani, the chief support of the vaginal outlet, are torn; 
especially those fibres which are attached to the rectum ; at the same 
time there is laceration of the fibres of the perineal fascia. These 
conditions cause relaxation of the vaginal outlet, with a tendency to 
rectocele, cystocele and prolapsus uteri. 

If the laceration is through the sphincter ani, iQcontinence of 
&Bces usually results. 

What are the subjective s3rmptoms of laceration of the peri- 
neum with relaxation of the vaginal outlet 1 

The patient usually feels incapacitated for any great exertion, 
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complains of a dragging psdn in the back and the feeling of weight 
in the pelvis. 

How would you determine relaxation of the vaginal outlet f 

Insert the thumbs or index fingers into the vaginal orifice ; sepa- 
rate the labia by carrying the thumbs or fingers backward and out- 
ward, at the same time telling the patient to strain ; the lax condi- 
tion of the outlet will then be readily felt, and anterior and posterior 
vaginal walls will be seen to protrude. 

What are the principal operative procedures for repair of 
lacerated perineum or relaxation of the vaginal outlet I 

The two chief operations are — 

1 . Saenger's modification of Tait's operation. 

2. Emmet's operation. 

Describe the Saenger-Tait operation. 

The patient is prepared for operation by having the bowels freely 
moved, the vulva shaved, and an antiseptic vaginal douche given. 
She is then ansesthctized and placed in the lithotomy position, with 
knees supported by Kelly's '*leg holder" and hips resting on Kelly's 
perineal pad. The vagina and vulva are now irrigated with an 
antiseptic solution, and an ajssistant so stationed that he can allow a 
mild antiseptic solution or boiled water to trickle on the wound 
during the operation. A tampon is inserted into the rectum, the 
string left projecting. The index and middle fingers of the left 
hand are now inserted into the rectum, as seen in Fig. 30; the 
labia are separated by an assistant, the blades of the scissors (Tait 
uses angular scissors and inserts only one blade; scissors curved 
slightly on the flat, with points rather sharp, and both blades in- 
serted, may be used with advantage) inserted into the recto-vaginal 
septum just in front of the anus, and the vaginal and rectal mucous 
membranes separated for some distance around the point of inser- 
tion. A horizontal incision is now made through the point of inser- 
tion, extending on either side to a perpendicular through, the lower 
extremity of the nymphae ; an incision is made with the scissors up 
along this perpendicular to the lower extremity of the nymphae. 
The flap so marked out is then dissected up to the crest of the 
bulging posterior vaginal wall. See Fig. 31. 
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The parts are now ftealilf irrigated, and the sutures of ulver wire 
introdticed as followa : Either a Peaslee's needle or a long, straight 
needle with a thread loop may be nsed ; the BUtnree, 3-4 m number. 



V 



are tnaerted just within the denuded area on one side, and brought 
out just within the denuded area on the other. See Fig. 32, The 
tampon is removed irum the rectum, the sutures twisted up and 
either left long or shotted and cut short. The skin is now brought 
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into apposition by superficial silkwonu-^ut eotnres introdneed be- 
tween the wirea, giving the resalt seen in Mg. 33. An antiaeptio 
dresang and a T-bandage are applied, and the patient is pnt to bed. 
The bowels ar6 moved about the thirf day, and the mtores re- 
moved on the eighth. 




Wbat modification of this. operatioB can be made when the 
laceration extendB through the Bphincter anl ! 
Begin the vaginal flap aa before (»ee Fig. 30) ; as aoon as the lower 
portion has been separated, denude a narrow Y-sbaped area, with 
apex up the rectom, representing the torn wall of the latter, and 
with the anna of the Y resting on the ends of the divided sphincter 
mnscle ; the denuded surface may be a little larger at these latter 
points. Sutures of chromicized catgut or silkworm gut are now 
introduced, as seen In Fig. 34, with ends in the rectum. A wire 
tension suture is inserted around this Y, entering the skin at 3,' 
pamng through the end of the sphincter muscle, then np around 
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the apex 2, and down through sphincter muscle and skin at 1. The 
gut sutures are now tied in the rectum, beginning above ; the wire 
is not twisted until later. The vaginal flap is now dissected up and 
wire sutures introduced as before. (See Fig. 32.) The wires are 
now all twisted up, the skin brought into apposition with silkworm 
gut, and an antiseptic dressing applied. 

Describe Emmet's operation for restoration of the perineum. 

The patient is prepared for operation as usual, with antiseptio 
douches, etc. She is ansBsthetized and placed in the Hthotomy 
position ; a point is selected in the centre of the crest of the bulging 
posterior vaginal wall, and a point on each labium msgus correspond- 
ing to the lowest vestige of the hymen. These three points are to 
be brought together by the completed operation. 

Between the central point chosen and the two lateral are two triangu- 
lar areas, with apices running into the vaginal sulci on each side of the 
columna. These triangular areas are first denuded as follows : One 
tenaculum is inserted into the central point chosen, and another into 
one of the lateral points ; these are given to an assistant, who draws 
the central point forward and to the side opposite the other tenacu- 
lum. This draws the apex of the triangle nearly in line with the two 
tenacula ; a narrow strip is then denuded with the scissors along this 
line. When the tension is relieved, the area marked off is seen to 
be triangular, as before. The denudation of this triangle is then 
completed by long snips of the scissors. The lateral point on the 
other side is now seized with the tenaculum, and the central point 
drawn toward the denuded side ; this triangle is denuded as before, 
also, as much of the skin surface of the perineum ad is necessaiy. 
The parts are now thoroughly irrigated and the sutures introduced as 
follows : The two triangular areas are to be in the vagina, and are 
sutured with either silkworm gut, chromicized catgut or silk. The 
apex of one triangle is first closed, the suture entering and emerging 
from the vaginal mucous membrane near the denuded surface ; the 
succeeding sutures of this triangle are made to enter the vaginal 
mucous membrane on one side, slant toward the operator, emerge at 
the centre of the denuded surface, reenter, slant away from the 
operator and emerge from the mucous membrane of the other side 
a Utile in front of the preceding suture. This method is repeated in 



LACERATION OF PERINEUM. 133 

the otber farUngle. There thea lemuns bnt a smtdl external denoded 
area to be i^oeed ; this is best done mth silver vire- The npper or 
crown sntnre, entering the skin on one side, passes thrangh the anterior 
extremity of the colomna of the posterior vaginal wall, &nd emerges 
from the skin on the other ude. The bowels are moved abont the 
third di^ and the Bntures removed on the eighth. 
What modifloatioii does episiopeiiiLeoiTliaplLy make in thew 
operatioiuT 
The denndation ia carried higher on the labia m^ora (see I^g. 35), 
and the lower portions of the latter are anited as seen in E^- ^■ 



Seaeiibe the operation anterior colporrhaphy. 

This consists in the excision of an elliptical piece of mucons mem- 
brane from the anterior wall of the vagina, and suturing ti^ether 
the edges of the mucous membrane. The ellipse should extend 
from the urethral prominence to a point a little in front of the cer- 
vix. The incision whieh defines the ellipse should penetrate the 
entire thickness of the mucous membrane ; the flap ia then dissei^ied 
off. The suturing ia best done, accorfing to Martin's method, by a 
ooQtiuuons eature of chromidzed cat^t, us follows : A line of suture 
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is first made longitudinally along the centre of the denuded ellipse ; 
this reduces its size slightly ; another tier of sutures is then inserted 
back over the first, uniting tissue more superficial ; thus the sutures 
are introduced tier upon tier, each narrowing the denuded area and 
causing the edges of the mucous membrane to approach each other, 
till finally in the last tier these edges are included. 

This operation may be combined with either the Saenger-Tait oi 
the Emmet on the perineum and posterior vaginal wall 



Hypertrophy of the Cervix. 

Oive the varieties and etiology. 

Hypertrophy of the cervix may involve either the infra-vaginal 
or supra-vaginal portions. Some authorities mention hypertrophy 
of the intermediate portion of the cervix. 

Little is known of the etiology. 

Hypertrophy of the infra-vaginal portion is usually congenital. 

Hypertrophy of the supra-vaginal portion usually accompanies 
prolapse of the uterus or vaginal walls. 

What are the physical signs and symptoms ? 

The OS is nearer vulva than normal ; it may even project beyond 
the vulvar opening. 

In hypertrophy of the infra-vaginal portion, the cervix is long, 
usually conical, with small os ; the vaginal fomices and fundus uteri 
are in their normal position. If the cervix protrudes from the 
vulva, it may be ulcerated, fix)m friction. 

*'In hypertrophy of the supra-vaginal portion both anterior and 
posterior fomices are obliterated. ' ' 

' * In hypertrophy of the intermediate portion the posterior fornix re- 
mains, while the anterior fornix is obliterated.' ' (Hart and Barbour. ) 

What are the symptoms ? 

The symptoms of hypertrophy of the infra-vaginal portion are 
chiefly mechanical : — 

Leucorrhoea, frx)m vaginal irritation. 

Discomfort in exercise. 

Sense of weight in the pelvis. 

Sterility. 
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The symptoms of hypertrophy of the sapra-va^nal portion are 
those of the prolapse of the uterus or yaginal walls, which it usually 
aocompaoies. 

What is the treatment ! 

Amputation of the cervix. 

There are several methods of operation, the best being that of 
Simon and Marckwald, in which the cervix is first divided by a trans- 
verse incision into an anterior and posterior lip ; a wedge-shaped 

Fro. 37. 




Marckwald'8 method of aplittingf the cerriz into an anterior and posterior lip and 
then uniting cervical to vaginal mucous membrane (Si^roeder). 

piece is then removed from each (see Fig. 37), and the flaps of each 
lip are brought together with silver-wire sutures. 



Stenosis of the Cerviz. 

What is the etiology? 

It may be either congenital or acquired. When congenital, it is 
usually associated with a small uterus. Stenosis of the external os 
is more frequent than of the whole canal. 

Acquired^tenosis results from cicatrization following the use of 
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too strong caustics, endocenricitis, or a too complete closure of the 
cervical canal in a trachelorrhaphy. 

What are the symptoms I * 

Dysmenorrhoea and steriUty. 

What is the treatment ! 

Dilate the cervix with one of the glove-stretcher dilators and 
maintain the dilatation by the occasional introduction of graduated 
sounds. Outerbridge's tubes may be used to maintain the dila- 
tation. 

Laceration of the Cervix. 

What is the etiology ? 

The usual cause is parturition or abortion ; it occasionally occurs 
as a result of mechanical dilatation of the cervix. It occurs in par- 
turition in about 32 per cent of women ; especially in tedious, pre- 
cipitate or instrumental deliveries. It is predisposed to by a rigid 
OS, faulty presentation or condition of the foetus, premature rupture 
of the membranes and previous disease of the cervix. 

What is the pathology t 

The laceration may be — 

1. Complete. Penetrating the whole thickness of the cervix, 

2. Partial. Including cervical mucous membrane, but not ap- 

pearing on the vaginal surface. 

It may be — 

(a) Unilateral (see Rg. 38). 

(b) Bilateral. 

(c) Stellate (see Fig. 39). 

The unilateral laceration is most apt to occur in the line of the 
right oblique diameter of the pelvis, i . c. , either anteriorly and to 
the left or posteriorly and to the right, especially the former. This 
is supposed to arise from the greater frequency of the first position 
of the vertex. 

Bilateral lacerations are usually more dangerous than those of the 
anterior or posterior lip, because opening up the cellular tissue of the 
broad ligaments. 

Stellate lacerations are more apt to be superficial. 

If the surfaces of laceration are kept clean, more or less union 
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will oocur. Usually there is partial union, with eversion and pro- 
liferation of the cervical mucous membrane, hyperplasia of the oon- 
nectiTe tissue and proliferation of th^ glandular structure. 

What are the complications and resnlts ! 

The most frequent complications are — 

1. CelluHtis. 

2. Peritonitis. 

3. Endometritis, especially cenrical endometritis. 
The common results are — 

1. Subinvolution. 

2. Chronic metritis. 

3. Displacements of the uterus. 

4. Sterility. 

5. Abortion. 

6. Epithelioma. 

If the laceration has extended through the anterior fornix, a vesioo- 
vaginal or vesico-uterine fistula may remain. 

What are the symptoms ! 

They are chiefly those of the complications ; especially cellulitis 
and peritonitis. The patient usually complains of a feeling of weight 
in the pelvis ; leucorrhoea, disturbances of menstruation, especially 
menorrhagia ; sterility ; neuralgia and various reflex neuroses. At 
the time of the laceration there may be considerable hemorrhage. 

What are the physical signs ? 

On making a vaginal examination the cervix usually feels enlarged 
and more sensitive than usual ; the fissure can, as a rule, be readily 
detected ; also, if present, the eversion of the cervical mucous 
membrane, which usually feels velvety, often granular or cystic 
Sometimes the eversion is so extreme that one does not notice the 
fissure, simply feeling the velvety or granular area about the os. 
The latter may be so patulous as to admit the finger. On making 
the bimanual examination the uterus is oft;en found enlarged as a 
whole ; cicatrices may be felt extending from the laceration into one 
of the vaginal fomices. With the aid of the speculum one sees the 
erosion on one side of or surrounding the os, and by drawing the 
edges of the laceration together with tenacula the extent of the tear 
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is visible. Without this latter procedure, one is greatly deceived, 
in some cases, as to the degree of the iivjury. 

What is the treatment ? 

Unless there is hemorrhage, immediate treatment is seldom re- 
sorted to. If the hemorrhage is severe, a silver-wire suturfe may be 
inserted and twisted up. Hot- water vaginal injections will usuaUy 
obviate the necessity of the suture. 

Tlie treatment after the puerperium is as follows : The complica- 
tions, if present, are first treated, especially peritonitis or cellulitis, by 
counter-irritation, hot-water vaginal douches, glycerine tampons, etc. 

The cervical endometritis is treated by pricking the cysts, if pres- 
ent, and applying to the cervical mucous membrane carbolic acid or 
iodized phenol The corporeal endometritis is treated by the cu- 
rette, if necessary, and applications as in cervical endometritis. 

The growth of the squamous epithelium over the erosions is stimu- 
lated by astringent applications, especially pyroligneous acid. Under 
the above procedures the uterus often returns to its normal size, and 
the symptoms associated with the laceration disappear. 

If the symptoms continue after the foregoing treatment, and 
neither peritonitis nor celluHtis are present, Emmet's operation of 
trachelorrhaphy is indicated. 

Describe briefly the operation trachelorrhaphy. 

The patient is given an antiseptic vaginal douche, is anaesthetized 
and placed in Sims' position, with KeUy's perineal pad under the hips. 
A Sims' speculum is introduced, the anterior lip of the cervix seized 
with a volsella and the uterus drawn down and held by an assistant 

The edges of the laceration are now pared with scissors or knife, 
giving the denuded area seen in Fig. 40, and leaving enough mucous 
membrane in the centre for the cervical canal. Care should be taken 
to excise the plug of cicatricial tissue at the angle of the laceration. 
The parts are now irrigated with an antiseptic solution, and the su- 
tures of silver wire introduced, usually 3-4 on a side, beginning at 
the upper angle. Each is passed from the surface of the vaginal 
portion, through the thickness of one lip, emerging in the edge of 
the undenuded mucous membrane ; thence is passed into the edge 
of the undenuded mucous membrane of the other lip, through the 
Up's substance, and emerges on the surface of the vaginal portion. 
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The other mtores of the same side are introduced in a simOar man' 
ner, care being taken to bring the parts into close apposition and 
leave no pockets. If the laceration ia bilateral, the auturing of thu 
other ude is conducted in the same manner. The parts are agun 
irrigated i the sutures twisted up, left }-l inch long and bent down 



on the cervix. Iodoform is insufflated against the cervix, and a tam- 
pon of iodoform gauze introduced. The Eutnres are left 8-10 daj«; 
the; may be left longer if the perineum is repaired at the time of the 
tracbebrrhaphr. 

Endometritis* 

Sefliw and ^ye the varieties. 

Endometritis is an inflammatjon of the lining membrane of the 
uterus ; it may be either acute or chronic. Acute endometritis 
usually involves both cervix and body. 
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The cliTomc is often confined to either oerviz or body, and called 
in the former case cervical endometritis, endocervicitis, or chronic 
cervical catarrh ; in the latter case, corporeal endometritis. 

Occasionally, chronic endometritis affects the whole uterus. 

Acute Endometritis. 
What is the etiology ? 

Before puberty it is rare. The most common causes are the fol- 
lowing : — 

1. Traumatism and sepsis, especiaUy tom dirty instruments. 

2. Gonorrhoea. 

3. Catching cold during menstruation. 

4. Excessive coitus near menstruation. 
6. Severe types of the exanthemata. 

6. It is one of the lesions in puerperal septicaemia. 

What is the pathology ? 

Usually the endometrium of both body and cervix is involved, 
but the former more than the latter. The mucous membrane is 
swollen and softened ; extravasations of blood into it occur ; the epi- 
thelium is destroyed and desquamated. The secretion is first 
serous, later purulent, perhaps bloody. 

What are the complications? 

The most common 'are — 

Vaginitis. 

Urethritis. 

Salpingitis. 

Peritonitis. 

What are the physical signs ! 

The cervix is enlarged, soft and slightly sensitive ; the endome- 
trium is very sensitive to the sound or probe, and these should be 
avoided. There is often ap erosion about the os, which is usually 
filled with a ropy secretion. The cervix sometimes looks and feels 
like that of early pregnancy. 

What are the symptoms ? 

The characteristic symptom is the discharge, which is first watery, 
then creamy. There is usually a slight rise of tempei;^ture and a 
dull pain in back and pelvis. 
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If gooorrhoDa was a factor in the etiology the symptoms are usu- 
ally more marked. Sometimes vesical and rectal irritability are 
present 

What is the treatment ? 

Put the patient to bed ; give Hght diet ; keep the bowels open ; 
give a little opium if the pain requires it ; apply hot fomentations 
over the hypogastrium. When the secretion becomes purulent, 
administer warm-water douches ; it is well to add borax to the latter, 
3j-0j. 

Chronic Endometritis. 
What are the varieties ? 

(a) Chronic cervical endometritis. 
(6) Chronic corporeal endometritis. 

A. Chronic Cervical Endometritis, 

What are the synonyms ? 

Chronic cervical catarrh and endocervicitis. 

What is the etiology ! 

Chronic cervical endometritis is predisposed to by any low state of 
the system, from whatever cause produced. 
The most oonmion exciting causes are — 
(a) Laceration of the cervix. 
{h) Extension upward of a vaginitis. 

(c) Extension downward of a corporeal endometritis. 

(d) Displacemento of the uterus, especially flexions, 
(c) Stenosis of the cervix. 

(/) Traumatism, especially septic. 

{g) Excessive coitus. 

(A) Catching cold during menstmatioa 

What is the pathology ? 

In mild cases the mucous membrane alone may be involved, but 
oflen more or less of the substance of the cervix is affected. In a 
well-marked case the epithelium, glands and interstitial ^ue are 
all involved in the change. 

The cylindrical epithelium of the canal proliferates and replaces 
the squamous epithelium on the vaginal portion of the cervix. This 
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is especially true where the cervix is lacerated, and the cervical 
mucous membrane is everted. 

The glands of the cervix are hypertrophied and proKferated, and 
in addition to this, according to Huge and Veit, the surface of the 
mucous membrane is thrown into numerous folds^ producing gland- 
ular recesses and processes. 

The connective tissue of the cervix is also increased. 

The reddened areas about the os, where cyUndrical epithelium 
has replaced the squamous, and the glandular structure has increased, 
are called erosions, sometimes wrongly spoken of as ^'ulcerations." 

What are the yarieties of erosion ? 

According to the depth of the recesses in the folds of the mucous 
membrane covered with cylindrical epithelium, Huge and Veit dis- 
tinguish three varieties : — 

1. The simple erosion. 

2. The papillary. 

3. The foUicular. 

When the mouths of these recesses become occluded, it forms 
the cystic erosion. These cysts may enlarge and extend toward 
the surface of the cervix where it is covered with squamous 
epitheUum. 

Wliat are the physical signs of chronic cervical endome- 
tritis? 

In nulliparae the cervix may feel normal, save a little swollen and 
sensitive ; sometimes the neighborhood of the os has a granular or 
velvety feeL 

In multiparas, especially where the cervix is lacerated, the gran- 
ular area about the os is larger, and small cysts in greater or less 
numbers can usually be felt. 

What are the symptoms ? 

The characteristic symptom is the leucorrhoea ; this may irritate 
the vulva, causing pruritus. 

Pain in the back and loins, especially on exertion, is usually present, 
but may be slight. 

Other symptoms are disturbances of menstruation, especially men- 
orrhagia, sterility and reflex neuroses. 
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W^t ii the treatmentl 

Attend to the general health and remove, as &r as poe^le, the 
vwu!it<« of the endometritia. 

Ill wild oases, especJallf in nnlUpane, nae hot-water va^al 
duuohoa oontainiag an aetringent, as sulphate of ziiM 3j-Oj. 

It' more severe, remove the ropy mucos from the canal with a 
Iwrgo-mouthed Bjringe and apply iodised phenol. 

When the cervix is cystic or much congeel«d, prick the cysts or 
IMrity the cervix. 

FiQ. u. Fia. a. 
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treatment faila, thoroughly curette the cervix, dilat- 
', aod apply iodised phenol 

operation consists in dividing the oerriz into an ante- 
ar lip, excirang the mucous membrane by a V-shaped 
{. 41), and turning in and unitiog the lips as seen in 
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2. Displacements. 

3. Traamatism, especially septic. 

4. Tumors, especially fibroids and polypi, 

5. 'Excessive coitus. 

6. Extension of inflammation from the cervix. 

7. Chronic metritis. 

What is the pathology ! 

The mucous membrane is diseased in one or all of its elements. 

1. The glands may be chiefly affected, being hypertrophied, and 
new glandular tissue may be developed by infoldings of the mucous 
membrane. The glands may become cystic or may atrophy. 

2. The cells and intercellular substance may be increased, and 
constitute the characteristic change. 

3. The blood vessels may be dilated and increased. 

4. All the elements may be involved : the glands, interstitial tissue 
and blood vessels may all be increased. 

The hypertrophied mucous membrane may assume polypoid or 
^mgous shapes, giving rise to the names ^^ uterine fuugosities" 
and ' ' villous endometritis. * ' This is a result of the preceding forms, 
usually the mixed, where all parts are involved ; it is especially apt 
to arise from the inflammation started by retained secundines ; it 
causes more hemorrhage than the other forms. 

Chronic cervical endometritis and chronic corporeal endometritis 
are often associated. « 

What are the symptoms of chronic corporeal endometritis! 
(a) Leucorrhoea. 

(h) Menstrual disturbances, especiaUy menorrhagia. 
(c) Dysmenorrhoea. 
{d) Pain in back and pelvic region. 
(e) Sterility. 
(/) Abortion. 
(g) Reflex neuroses. 

What are the physical signs ! 

On bimanual examination the uterus is usually found more or less 
enlarged ; perhaps a little tender. 
10 
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The sound, on introduction, shows the cavity enlarged, and usually 
detects irregularities in its mucous membrane ; it frequently causes 
slight bleeding. 

What are common complications ! 

Metritis. 

Salpingitis. 

Peritonitis. 

Displacements. 

Vaginitis. 

What is the treatment ? 

1. I^rophylactic. — Be careftd that the uterus is thoroughly emp- 
tied after labor or abortion. Avoid exposure during menstruation. 
Observe strict cleanliness and antisepsis in the use of uterine in- 
struments. 

2. When no Irregularities of the Midonietrium are Detected. — 
Make occasional applications of iodized phenol to the endometrium. 
Administer internally, three or four times a day, fifteen drops each 
of the fluid extracts of ergot and hydrastis canadensis. 

3. When Irregularities of the Endometrium are Detected. — ^If no 
acute inflammation is present in the neighborhood, curette the 
uterus under antiseptic precautions, dilating the cervix previously if 
necessary ; wash out the uterus with an antiseptic solution, making 
use of a double-current catheter ; then apply to the endometrium 
iodized phenol, and administer intemaUy ergot and hydrastis, as be- 
fore. The curetting, if thorough, is best done under anaBsthesia. 
It is well to confine the patient to bed for a few days, and occasional 
appHcations of iodized phenol to the endometrium may be necessary. 



Metritis. 
Describe and g^ve the varieties. 

Metritis is an infiammation of the parenchyma of the uterus, as 
distinguished from that of its mucous lining or serous covering. 
The two varieties are the acute and chronic. 
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Acute Metritis. 
What is the etiology! 

Acate metritis rarely if ever exists as an independent condition ; 
it is almost always associated with an endometritis or peritonitis ; 
especially the former. 

The chief causes are — 

1. Acute endometritis. 

2. Septic absorption during labor, abortion or operation. 

3. Acute peritonitis. 

Acute metritis occasionally arises from exposure to cold during 
menstruation, gonorrhoea or sexual excess, but these usuaUy first 
produce endometritis, secondarily metritis. 

What is the pathology? 

The uterus is enlarged, especially antero-posteriorly, infiltrated 
with serum, soft and tender. The endometrium is also thickened 
and congested. The peritoneal investment is often covered with 
lymph. "Microscopically the muscular bundles are infiltrated with 
pus corpuscles'' (Hart and Bartjour). Circumscribed abscesses oc- 
casionally, though rarely, occur in the uterine walls ; they are some- 
times absorbed, sometimes become encapsulated and cheesy, and 
sometimes empty into the uterus, bladder, rectum, vagina, intestines, 
peritoneum or through the abdominal walls. 

Acute metritis may resolve at the end of a week, but often passes 
into the chronic form. 

What are the symptoms! 

They usually resemble those of acute endometritis, but are more 
severe. The disease is often ushered in with a rigor ; temperature 
and pulse rise ; there is paui in the hypogastrium and in pelvis. 
The uterus is very tender on pressure ; there is nausea, usually vesi- 
cal and rectal tenesmus, and menstruation, as a rule, is disturbed, 
sometimes suppressed ; more often menorrhagia is present. 

What is the treatment? 

If due to sepsis, try to remove* the cause ; giving, if necessary, 
intrauterine injections of carbolic (1-100) or bichloride (1-5000). 
Keep the patient quiet in bed, apply poultices or turpentine stupes 
to the hypogastrium ; if temperature very high, use the ice coiL 
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Keep the bowels regnlar by enemata ; if pain very severe, allow 
opium by suppository. Later, employ long, hot-water douches and 
glycerine tampons. 

Chronic Metritis. 

What are common synonyms! 

Areolar hyperplasia (Thomas). Chronic parenchymatous inflam- 
mation of the womb (Scanzoni). Difliise interstitial metritis (Noeg- 
gerath). 

Wliat is the etiology I 

According to Hart and Barbour, the causes may be divided as 
follows : — 

(a) Causes which operate through interference with the normal 
involution of the puerperal uterus. 

(6) Causes which operate through the production of repeated or 
protracted congestion of the uterus. 

(A) Frequent causes of subinvolution are — 

1. Retained secundines. 

2. Laceration of the cervix. 

3. Pelvic inflammation following parturition. 

4. Rising too soon after parturition. 

5. Non-lactation. 

6. Repeated miscarriages. 

(B) Causing repeated or protracted congestion are the following — 

1. Chronic endometritis. 

2. Displacement of the uterus. 

3. Tumors near the uterus. 

4. Chronic pulmonary, cardiac, hepatic or nephritic disease. 

5. Excessive coitus. 

Chronic metritis sometimes follows the acute but usually begins as 
chronic. 

What is the pathology ! 

The pathological changes may be divided into three stages — 

1. Hyperaemic. 

2. Hyperplastic. 

3. Sclerotic. 

In the first or hyperaemic stage, the uterus is enlarged, soft, tender, 
and contains more blood than normal 
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In the second or hyperplastic stage, there is an increase of the 
intermuscular connective tissue, with or without a slight increase of 
the muscular tissue. The vascularity is decreased hy the growth of 
connective tissue around and compressing the blood vessels. 

The third, or sclerotic stage is a result of the former, the 
uterus becoming more dense, less and less vascular and finally 
atrophied. 

What are the symptoms! 

Most of the symptoms are either due to the increased size of the 
uterus or to the complicating endometritia The symptoms usually 
date from parturition or abortion. The following are common — 

A feeling of weight in the pelvia 

Pains radiating to the back, limbs and different parts of the body. 

Irritability of bladder and rectum. 

Leuoorrhoea. 

Menstrual disturbances, especially menorrhagia, due to the endo- 
metritis. 

Abortion in the early stages. 

Sterility, later. 

Keflex neuroses. 

What are the physical signs ! 

The uterus in the early stages is uniformly enlarged, soft and 
tender ; later harder, and in the late stages irregularities of shape 
may be detected. The canal is enlarged in all its dimensions and the 
sound passes easily. The os is usually patulous ; the cervix may be 
large and nodular. 

From what must yon differentiate chronic metritis? 

From early pregnancy, small fibroid tumors and malignant disease. 

How would yon differentiate chronic metritis from early 
pregnancy. 

In early pregnancjy the enlargement of the uterus is more in the 
antero-posterior diameter ; in metritis the enlargement is more uni- 
form. 

The uterus is tender in metritis, usually not in pregnancy. 

In pregnancy, also, the cessation of menstruation and softening of 
the cervix usually aid us in the diagnosis. 
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Atrophy of the Uterus. 

What is the etiology ? 

It is the natural condition after the menopause, and is produced 
artificially by the removal of ovaries and tubes. It is sometimes 
associated with phthisis and other exhausting diseases. It occurs as 
a superinvolution after childbirth, esjHJcially as a result of metritis, 
peritonitis, ovaritis or salpingitis. This superinvolution is the variety 
of most importance. 

What are the symptoms! 

Amenorrhoea. 
Sterility. 
Reflex neuroses. 

What are the physical signs ? 

The uterus is small, both in body and cervix, and the canal is 
shortened. 

What is the treatment ! 

Attend to the general health. 

Before the menopause, galvanism of the uterus and ovaries may 
be tried. 

The treatment is generally unsatisfactoiy. 

Fihroid Tumors of the Uterus. 

What are common synonyms ? 

Fibro-myomata and myomata. Strictly speaking, fibro-myomata 
is the more correct designation, as the tumors are composed of both 
fibrous and muscular tissue. 

What is the etiology ! 

Little is known of the cause of fibroids. They are much more 
common in the African than in the white race ; are most frequently 
found between the ages 30-45, and are said to be more common in 
married than in unmarried women. They rarely, if ever, begin be- 
fore puberty, and never after the menopause. 

What is their stmctnre ? 
Fibroids, or fibro-myomata of the uterus, are tumors composed of 
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both fibrous and muacolar tutsoe, either of which ma; predominate 
over the other. The fibrous tisane is usually ia ezceEs. 

Those composed chiefiy of fibrous tissue are usual]}' more or less 
eDcapsnlat^d and of tJow growth. 

Those composed chieflj' of muscular tissue are rare, not eDcapea- 
lated, aud are of rapid growth. 



What are tbeir sitnations 1 

They are much mure frequent in the body of the atems than in the 
cervix. They are most ofteu found on the posterior wall, next in 
frequency on the anterior wall, rarely on the lateral walls. The soft, 
rapidly-growing fibroids are more frequent in the fimdua- 

The tumors always begin in the substaDce of the uterine walls ; 
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&ey may continne their growth there ; may extend into tho uterine 
cavity, lifUng np the mucoua membntne, or ootward, lifting up the 
peritooeum. Hence the three 
varieties:- ^"^ "■ 

1. InteretitiaL 

2. Submucous. 

3. Subperitoneal 
Describe the three Tarieties. 

The interstitial or iDtramural 
fibroids {see Fig, 43), are usually 
multiple and are situated in the 
substance ofthe uterine wail. The 
submucoua fibroid (see Fig. 44), 
may be either sessile or attached 
by a long pedicle. In the latter 
case it is called a fibrous polypus. 

The subperitoneal or subserous 
fibroids (sec Figs. 45 and 45), 
arc often multiple ; may be ses- 

wle or pedunculated ; may grow submucous nbroid. (SWWeJw.) 
upward into the abdominal cavity 
and draw uterus up, or grow downward into the pelvis, and perhapB 



SabparltoDHl Fibroid. 

become lucarcerated. They may form adhesions with other organs, 
get theirnutrition through the adhesions and become detached from 
the utorus. 
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What ehangn auy oeoiir in flbroidi t 

1. They may undergo Bofteoing due to (Bdema or mj^omatons 
dcgeneratioQ, rarely fal^ degeneratioD. By this softeiiiug fibro- 
cysta may be fbrme«L 

2. They may andergo hardening, dae to (a) atrophy, eapedally 
after the menopause, or removal of ovaries ajid tnbes. The mus- 
cular tissue degenerates, and the fibrous tiasne contracts. (f>) Cald- 
f cation, vith the deposit of lime salts, be^nning usudly in tlie centre, 

sometimes at the periphety. 
'^* 8. They may suppurate. This 

occurs most often in submucous 
fibroids, especially after instru- 
mental traumatism ; rarelyinthe 
subperitoneal variety afl^r tor- 
uon of the pedicle. 

4. Submucous fibroids may 
become more tmd more pednncn- 
lated, forming polypi. They are 
sometimes extruded from the 
uterus. Sometimes the capsule 
ruptures, and spontaneous enu- 
cleatioa occurs. 

What changes ooonr in the 
uteniiT 
The muscular vail hypertro- 
phies, especially in the snbmu- 
SubperiWnwdFIbtoid. cous or interstitial Varieties. The 

mucous membrane also hyper- 
trophies, both in glands and connective tissue. Over the tumor the 
mucous membrane sometimes ulcerates. 
Changes in the position of the uterus are often produced ;— 
1. It may be drawn up into the abdomen. 
S. It may be prolapsed. 

3. Itmaybeiaverted, espedallyfrom mibmuoous fibroids attached 
to the fjndns. 

Seioribe briefly flbroida of the oarrix. 

They, too, may be either interstitial, sabmuoous or subperitoneal ; 
thiy are usually hard and single. 
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The subperitoneal often grow out between the folds of the broad 
ligament 

The submucous and interstitial are apt to become pedunculated 
and form polypi The interstitial fibroid of the cervix is sometimes 
mistaken for inversion of the uterus. 

What are the symptoms of fibroid tumors of the uterus ? 

1. Hemorrhage. — ^First, menorrhagia, later metrorrhagia; this 
occurs especially in the submucous variety. 

2. Pain. — (a) Dysmenorrhoea, chiefly in the submucous variety. 

(b) Pain due to pressure on the pelvic nerves or to 
peritonitis around the tumor. 

3. Symptoms due to pressure : — 

On bladder, causing : — 

Irritability. 

Retention. 

Cystitis, 
On urethra, causing: — Difficulty in micturition. 

Perhaps retention. 
On ureter, causing : — ^Hydronephrosis. 
On rectum, causing : — Constipation. 

Sometimes tenesmus. 

Rarely complete obstruction. 
On pelvic nerves, causing : — 

Neuralgia. 

Numbness. 
On veins, causing : — Varicosities. 

4. Sterility. 

5. Abortion. 

What are the physical signs ? 

Except in, the case of some subperitoneal fibroids, the uterus is 
enlarged. 

If within reach, a tumor is felt, harder than the muscular sub- 
stance of the uterus, and movable with the uterus unless it is attached 
with a very long pedicle. 

If it is a small fibroid in the cervix it may bulge into the vagina and 
resemble inversion of the uterus. 

If it is a submucous fibroid, high up in the uterus, the sound may 
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detect it, bat ofW it b oaxaeaty to dihte the oerrix and intmdaoe 
the finder. 

If it LH nibperitoDea] aod ooUieaotcnarwill, » hard nuas is felt in 
the anterior forniz moviag vith the ntenis ; the fiudDS may be felt 
ubuve and behind it, aadtbesaniidoaiiibwlDctioadoeSDotpasBiDtoiL 
If on the posterior wall, a hard mass is felt in the posterior fornix ; 
the bimaonal ahows fimdns in front of it, and the Boond paasee in 
fruntof it. 

If it ia a lai^fifantid extending into the abdomen, it 13 flat on per- 
cnseioa nnleffi ini«£tiue UTerlies it ; aoacnltadon ma; detect the ute- 
rine souffle, eqieoally at the sides, and the mass seems to belong to 
theotcnu. 
From vb&t mnit yondiflsreBtute afibroid tsaor of the ntenul 

Chronic metritis. 

RezioDS of the uterus. 

Pregnaoey. 

Ovarian tjtiL 

EitiB-nterine geetatioa. 

Pelric fatematocele. 

Inflammatorr deposits. 

Inveisioa of the ut«iua. 

How wonld jou differentiate a small fibroid tumor from 
ohronio metritii T 

Smiill Fibroid vt. Chronic Metriti»- 

Ili4 <ny «wwU nut u 11 i form, usually Kakrgement uniform. 

WW tnv^laritios. 
Vw«t »«iBiitivT», More senative. 

V,V w<MH% «iMllvt<t<<d. Os usually everted. 

Both oonditions may co-exist. 
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Fibroid Tumor 

Gradual derelopmeDt. 
Absence of acate ^srmptoms. 

Insensiliye to pressure. 
Hard and firm. 
Moves with uterus. 



t». Pdcic Hoematoaie. 

Rapid developmeDt 
Symptoms of sadden sharp pain, 

shock and hemorrhage. 
Sensitive to pressure. 
First soft, later harder. 
Does not move with uterus. 
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How would you differentiate a fibroid tumor from a pelvic 
inflammatory deposit? 

Fibroid Tumor vs. Inflammatory Deposit. 

Slow growth ; no history of acute History of rapid development, 

inflammation. and acute inflammation. 

Moves with uterus, and seems a Usually does not move with 
part of it uterus, and seems less a part 

of it. 
Insensitive to pressure. Sensitive to pressure. 

What is the treatment ? 

PtdUative. — ^The administration of ergot in some cases will keep 
the symptoms under control until after the menopause, when the 
symptoms, as a rule, gradually disappear ; the menopause, however, 
is usually considerably delayed. 

If endometritis is associated with the fibroid, curetting the uterus 
is often of value. 

Oaintive. — Tait's operation of removal of the ovaries and tubes, 
artificially producing the menopause, is perhaps the best general plan 
of treatment In some cases hysterectomy is indicated. 

ApostoH's treatment by means of galvanism with currents of high 
intensity is still mbjudice. 

When the tumor is subperitoneal and pedunculated, myomotomy 
may be indicated. 

Inversion of the Uterus. 

What is the pathology? 

In inversion, the uterus is turned more or less completely inside out 
(see Fig. 47). 
It may be either — 

1. Partial — where the depressed uterine wall does not extend 
beyond the os externum ; or 

2. Complete — where the inverted body, covered with mucous 
membrane, Hes outside of the os externum, either in the vagina or 
between the labia. 

The mechanism of production of the inversion is as follows : — 
A portion of the uterine wall loses its tone, is depressed into the 
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uterine cavity, nsoally b; tractioD froio below or abdominal pressare 
from above ; the depressed portion is then grasped by the ande- 
pressed portion and foroed toward or tlirongh the cervix. 

The pentonenm foUowB the depression of the uterine waD, and 
linea the cup thus Gmued. Tbe appeodages may or may not lie 
within the en p. 

The inversion oocnrriug during the pnerperinm usually begins at 
the placental site ; when produced by intra-uterine tiuuois, it usuatly 
begins at the attachment of the tumor. The uterine mnoons mem- 
brane is natully congested ; it may ulcerate ; sometimes it becomes 
gangrenous. Occasionally it becomes covered with squamous epi- 
tbeliom, and resemUes skin. 
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What is the etiology T 
Inveision is predisposed to by — 
(a,) Parturition. 

ijb.) Distention of the ntcniB from any cause. 
(c) latra-uterine tumors. 
(d.) Degeneration of uterine walls. 
According to the time and cause of production, two varieties are 



1. PaerpeiaL — Produced dnring the pucrpcrium, cither by ab- 
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domiDal pressore or mismaDagement in the delivery of the placenta, 
especially the latter, traction on the cord being the most frequent 

2. Non-puerperal. — Secondaiy to intra-uterine tumois ; eapedally 
peduQcnlated fibroida growing from the fundus. 

The puerperal yaiiety ia much more common than the non-pucr- 
peraL The former is usually rapid in development; the latt«r 
gradual. 

When the inversion is developed and reduced during the puei- 
perinm, it is called acute ; otherwise, chronic inversion. 

What are the symptoma T 

At the time of the occurrence of acute inversion, there is pain, 
hemorrhage, shock, a feeliog as of something ^ving way, and of full- 
ness in the vagina. 

This belongs eepedally to obstetrics. 

The symptoms of the chronic inver^on are hemorrhage, dragging 
tuin in the Delvia, discomfort irom the foreit^u body in the vagina. 
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The differential diagnosia between a partial inversioD and ad intm- 
uteiine polypus (see Figs. 50 and 51) is ofttso quite difficult Careful 
examination by the ordinary bimanual and by the abdomino-rectal 
method may detect the eup-ahaped depreaaon of the p&rtul inyer- 
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BOD. EDlargemeut of the atems rather favors the dugnoas of 
polypus. 

Both of these conditions may rarelf coexist 
How vonld yoQ differentiate iuTersion of the ntenu firon 
complete prolapse T 

This nrely causes difficulty. It is made by finding m the btt«r 
the external os, the obliteration of the fornices, and by pa^ng the 
Boaod into the uterine canaL 
Wbat are the reanlts of an untreated inversion T 

Veiy rarely it reduces itsel£ Rarely the patient suffers Utde 
inoonTenience from it. 

Uifliiilly tho padent dies from hemorrhage or sepsis. 



(nfler Thonuu). 

' the iundus ut«ii. 
8 in inserting the right hand 
in the palm, inserting the 
ttrd ; at the same time sepa- 
. The left hand meanwhile 
pressure on the cervical ring, 
dimpling in one horn of the 
I dilate the cervix. 
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Instead of the hand aloae, cup-shaped repositois ore ofliea made 
naooE 

Id all these methods the patient is usually best prepared for the 
manipulation hy the administratjon of prolonged hot-water douches, 
and the introdoctioa of a vaginal elastic bag, to be distended with 
nir or water, and worn twelve to twemy-fom hoom 

The manipulations are best performed under anaesthesia. 

When the above methods fail, hTsterectomy probably offcra the 
beet result 



BcpodlloD ot Iha TnTcrMl UWnu with ths Bud alone (after Emmet). 

Polypi. 

What U meant by the term "nterme polypus," and vhat 
are the varietieBf 
A polypus is a pedunculated tumor attached to the uterine mnoous 
membrane. The following varieties are recognised : — 

1. fibrous polypL 

2. Mucous polypi. 

3. Pedunculated Nabothian follicles. 

4. Placental polypi. 

5. Papillumakt of the cervix. 
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Descxiba briefiy the fibrous polypi. 

Rbroua polypi are subniucons fibroids which have became pedan- 
cnlated ; at fitat lying vithin the uterus ; later, dilatjog the cervix 
and becoming vaginal (see Fig. 53), sometimea even projectjug 
beyoad the vulva. 

They spnng from the mnscnUr wall of the ntenis, more often 



Vhat are tke pefaMalated lakiaiu itCickit 
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Theyai ^ _ . . . 



SranpoTMneoaaPolTpipDiriiigiD Ilia ObttIi uteri (J&J: KSiivuiio). 

ment irom their attachment to the ut«ras, have become coat«d with 
fibrin and so increased in size. By the aterine contraclious they are 
made more pedoncnlated, and may be eztmded irom the cervix. 
Describe the papiUomatona variety of polypna. 

Papilloma of the cervix is almost always either a maligoaiit ni'W 
growth or tends soon to become stt. It ia often called & "ntuli- 
flower cxureeceDce" (Clarke), (see Fig. 55), is usoally soft, friable, 
and bleeda caaily. 
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WlLat an the lymptomi of polypi! 

1. Hemorrhage. — First menoirhagia, then metroirbagia^ the 
BCFOTT^ of the Wood being the mncooa membrane, which covere, or 
in the maooua variety forms, the Eabetaoce of the polypus. 

2. LeucoirhcBa. — Due to the aocompanying eDdometritis. 

3. Pain. — Dne to the efforts of the uterus to expel the tamor. 

4. Sterility. — Due to the tnechanictJ obetmctioii and to the eudo- 

metritiH. 
ria.ix. 5. Anaemia aod general maluse. — 

ResulliDg from tie forgoing condi- 
tioua. 
What an the phyaioal sigiut 

When the polypus has passed the os 
Htcrnnm, the finger in the ragiua de- 
tects a pyriform or ovoid body, hard or 
soft according to the variety; it is 
movable and seems to oome from the 
OS. The use of the epecnlom deter- 
mines its appearance. 

If it is a fibrons polypus, the bi- 
manual examination URcaliy shows the 
ut«nis enlarged, and the sound proves 
the cavity elongated. 

When the polypus is intra-uterine, 
the sound in some eases will detect iu 
presence ; in other cases dilatation of 
the cervix and introduction of the Sn- 



fromiiis^etiiiOteii (sirJ. The fibrous polypiis, aocordmg to 
y. Sbnpum). Hart and Barbour, is larger than a wal- 

nut and of firm con^eney. 
The mucous polypus is about the siae of an aUuond and of a pulpy 
consistency. 

For differential diagnotus between inveision of the uterus and 
polypi see inveraon. 

What ii th« treatment? 

When the polypus is of con«derable size and Ucs within or 
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1. Age. — It occoiB most froqaently betweeo the ages of 40-50. 

2. Bertditg. — Although i^uded as of leas importoDoe than for- 
■icHy, its iafloMioe seems to be exemplified in some casies. 

3. /farfttrttuiM. — Frequent child-bearing appaieotly creates a 
Burked predispaalion. 

4. Laeeratiim of the Cervix. — Cancerof the ceirix seems often to 
viae from m bonstioti, vith erouon and ceirical endometritJB. 

5. Drpredatum </ the VUal Pmeen. — Poor smTOUDdiugB, poor 
fixd aad air and hanlsliipeof anykiod seem to predispose to canoer. 

Wltst are the lymptaBu T 

1. Ba^arrhage. — This is nsnally the first ^mptom. If hemor- 
iba^ oocnra »fter the menopanse, always suspect cancer. 

2. Offeimve Dmdiarge. — Does not occur mitil nlceration begins. 

3. /hi*.— When the oervii is done involTcd, pwn is nsoally ah- 
lent. When the disease has extended to the cellular tissue or peri- 
loDMim, or involrcs the body, pain is oototnon. 

4. CbiAezvL^This is always present to a greater or leeseitent 
in the later stages. 

^nut ire the phnioal signa ? 
If the dJaeaee affects the ya^nal portion of the oervix, the exam- 
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nal walls, either hysterectomy or high amputadoD of the cervix may 
be performed. Authorities differ in their choice of the two opera- 
tions, the preference at the present time being most often given to 
hysterectomy. 

2. PaUiatwe. — ^When a radical operation is oontiaindicated, the 
foUowing methods of treatment are of value : — 

K hemorrhage is a marked symptom, and sloughing masses are 
present at the seat of ulceration, thoroughly curette the surface and 
apply carbolic acid, iodized phenol, or a solution of chloride of zinc. 
Frequent insertions of iodoform gauze soaked in a 4 per cent, solu- 
tion of chloral will be found to act as an antiseptic and anaesthetic to 
the ulcerated sur&ce. 

For the foul discharges, vaginal douches of a weak solution of creo- 
lin are valuable. 

The pain and distress in the later stages demand opium. 

Attention to the general health is of course indicated. 

Describe briefly fhe operation of vaginal hysterectomy. 

Different operators differ somewhat in the details of the operation. 
The main features of the operation are as foUows : The vulva is 
shaved, and the vagina and vulva thoroughly disinfected. The 
uterus is drawn down and held by an assistant; a semicircular 
incision is made around the cervix in the anterior fornix, and the 
cervix is separated from the bladder up to the utero-vesical 
pouch of the peritoneum. The cervix is drawn forward and the 
posterior fornix opened by a semicircular incision about the cervix, 
which is then freed up to the pouch of Douglas. The pouch of 
Douglas may now be opened, and a clean sponge, with a silver wire 
attached, introduced to keep back the intestines. The uterus is 
freed from the lower portion of the broad ligaments by clamping or 
ligaturing in section, and then cutting with scissors close to the 
uterus. The latter may now be retroverted through the opening in 
the pouch of Douglas, and freed from the upper portion of the 
broad ligaments by clamping or ligaturing, and cutting close to the 
uterus. It is well to draw the ovaries into the clamp or ligature, so 
that they will be removed with the uterus. The anterior reflection 
of peritoneum may now be divided, or, as practiced by many opera- 
tors, this may be done before retroverting the uterus. All hemor- 
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rhage is checked and the parts irrigated ; the peritoneum is some- 
times stitched to the vaginal waU, but this is unnecessary. The 
parts are dusted with iodoform, and an iodoform gauze vaginal 
dressing appHed. If the broad ligaments have been clamped, the 
clamps should be left on about forty-eight hours. 

Describe the operation for high amputation of the cervix. 

The cervix is drawn down with a volseUa and held by an assistant ; 
an incision is made through the anterior fornix around the cer- 
vix, and the latter is separated &om the bladder nearly to the 
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Line of Incision and Position of Sutures in the Supra-vaginal Amputation 

of the Cervix (Schroeder). 

peritoneum. The cervix is now drawn forward, the posterior fornix 
opened, and the cervix freed behind as in front The knife is 
carried through the anterior lip to the cervical canal at the desired 
height (see Fig. 56). The posterior lip is then amputated in a similar 
manner. The anterior lip and anterior vaginal wall are united 
by sutures ; also the posterior lip and post-vaginal wall (see Fig. 56). 
It is usuaUy necessary to suture the ends of the wound in the lateral 
fomices. 
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Sarcoma of the Uterus. 

What is the pathology ? 

Sarcoma, a new growth developing from the connective tissue and 
presenting the microscopical characteristics of sarcoma elsewhere, 
occurs in the uterus, either in the form of a diffuse infiltration or as 
a circumscribed tumor. It usually affects the body of the uterus, 
being rare in the cervix. The masses are usuaUy grayish in color, 
soft and brain-like ; occasionally the circumscribed masses are firm 
and resemble fibroids, but have no capsule. They usually do not 
ulcerate as rapidly or deeply as carcinoma, and metastases are less 
common. 

What is the etiology ? 

Little is known concerning it. It is most frequent between the 
ages forty to fifty, but, unUke carcinoma, often occurs in nulliparous 
women. 

What are the symptoms ? 

1. Hemorrhage. 

2. Watery discharge. 

3. Pain. 

4. Cachexia. 

Thus the symptoms are similar to those of carcinoma. Some 
authors claim, however, that the discharge is less offensive than in 
carcinoma, because there is less tissue necrosis. 

What are the physical signs ? 

The uterus is usually enlarged; the sound, when introduced, 
detects great irregularity of the endometrium, and usuaUy causes 
bleeding. If the curette is used, a grayish, brain-like material is 
removed. 

With what are sarcoma and carcinoma of the body of the 

uterus most likely to be confused, and how is the 

diagnosis made ? 

They are chiefly to be confused with villous endometritis, sloughing 

polypi or retained secundines. The diagnosis is made by removing 

fragments with the curette, knife or scissors, and subjecting them to 
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e treataefit fiODStfts in corettii^rand applying canfitics 
of the ntems, keefwig the vagina dean with anti- 
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Salpjugitifl, 

Mithftloflrr? 

\ there is usoaDy first a catarrhal inflammation of the 
rane of the tube ; this ext^iding to the peritoneum 
led peritonitis which usually closes the fimbriated ex- 
ten by adhesions distorts the tube. From the closure 
extremity and the narrowing of the lumen in dif- 
y the traction of peritonitic adhesions, the secretions 
nd distend the tube. This distention is feYored by 
rising fit)m the catarrhal inflammation. Other por- 
ibe may be thickened, partly firom inflammation of 
' and partly firom the neighboring peritonitis. In 
) obstruction at the uterine end of the tube is over- 
>ressure of the tubal contents, which may then be 
le uterus and vagina, constituting the condition called 
■ofluens." 
I of salpingitis, named aooording to the tubal contents 

1. Hydrosalpinx. 

2. Hasmatosalpinx. 

3. Pyosalpinx. 

alpingitis is now thought to occur either as a primary 
Fection. 

itiology of salpingitis ? 

Ises from an extension to the tube of an inflammation 
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What are tbe duncterifltiei ofa f|— ilpiar? 

The tube is usoally iMiie duckfoed aod sorrciODded by more peri- 
tonitic adhesiHB than is hydiasalpmx. 

The pus may be dight in •■wtn^ or tbe tube may be immensely 
distended with Tevy fedd pas. 

Adhesions are apt to form between tube and neighboring yisoera, 
aod the pas sometimes inptaies into them, especially into rectum or 
Madder. 
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What are tbe gymptoms 

The patient usually suffers ^m a burning and dragging pain in 
tbe r^on of the affected tube, especially on standing and walking. 
Dysmenorrhoea is common ; repeated attacks of peritonitis are not 
infrequent. In tbe case of pyosalpinx septic gymptoms may be pnw- 
ent There is tenderness on pressure in the lateral vaginal fornix, 
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and on making a bimanual examination an elongated cystic mass can 
usui^Uy be detected at the side of the uterus. 

What are the results of salpingitis ? 

A hydrosalpinx or haBmatosalpinx occasionally subsides so as to 
cause few symptoms ; they may become purulent and form pyo- 
salpinx. 

A hsematosalpinx may rupture into the peritoneum or into the 
broad ligament, forming an haamatocele in the *former case, and a 
haematoma in the latter. 

A pyasalpinx if unrelieved by operation may continue for years, 
producing chronio invalidism, or may rupture and cause septicsemia 
or peritonitis. 

What is the treatment of salpingitis ? 

1 . Prophylactic. — Cleanliness and antisepsis during the puerperium 
and in the use of all instruments. 

2. Palliative. — ^During the acute stage of invasion, rest in bed, 
poultices, and, if much pain is present, allow opium. 

When the case becomes subacute, apply counter irritation to vaginal 
fornix over the affected tube or tubes, and employ tampons of boric 
acid and glycerine and hot water vaginal douches. 

3. Radical. — If the distention and thickening of the tube fails to 
subside under the foregoing treatment, perform laparotomy and 
remove the tube and ovary of the side affected. Usually both sides 
are involved and require removal. 

In a pyosalpinx, if complete removal is impossible or it has rup- 
jbured into the broad ligament, it may be best to drain through the 
fagina, ^ 

Affections of the Ovaried. 

HMORftHAQE INTO THE OVABIES. 

What is the etiology and pathology ? 

Hemorrhage into the ovary is caused by anything producing a con- 
gestion of the organ, such as obstruction to the circulation, pelvic 
diseases, tumors, disorganization of the blood, disease of heart or 
lungs, catching cold during menstruation, and excessive or violent 
sexual intercourse. The hemon-hage may be either follicular, occur- 



AFFBCnONS OF THE OVARIES. 175 

ring into the (rraafian foUides, or interstitiaL The former being com- 
paratively frequent, the latter rare. The ovary is usuaUy enlarged 
£uid irregular in shape and more senative to pressure ; the follicles 
may rupture and form pelvic haematocele or set up peritonitis. 

What are the lymptomB ! 

Although the hypersemia of the ovary may be suspected from 
menorrhagia, throbbing pains over the ovaries and their acute 
enlargement, no positive symptoms are produced until rupture 
occurs, when, according to the amount of blood poured out, they 
may vary from sjrmptoms of slight pain and shock to those of fatal 
hemorrhage and collapse. 

What is the treatment? 

While hyperaemia of the ovary is suspected, regulate the mode of 
life and enjoin rest just before and during the early part of menstru- 
ation. Apply counter-irritation to the ovarian region ; attempt to 
elevate the ovaries by soft packing if they are prolapsed, and 
administer hot-water vaginal douches. If rupture occurs, the treat- 
ment is that of pelvic peritonitis or hsematocele. 

Ovaritis. 
What is the pathology ? 

Ovaritis or inflammation of the ovary may be acute or chronic. 

Tubercular ovaritis is usually described separately. 

Acute ovaritis may be follicular or interstitial ; the two are often 
combined. In the follicular form, the epithelium of the follicles 
degenerates, the liquor foUiculi becomes purulent, and the 'ovum is 
destroyed. 

In the interstitial form, the stroma is infiltrated with serum and 
leucocytes and the connective tissue cells are increased ; abscesses 
often form between the bundles of fibers; sometimes gangrene 
occurs. 

Chronic ovaritis, often the result of the acute, may exhibit 3 

forms — 

1. The atrophic. 

2. The hyperplastic. 

3. The cystic. 
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In the atropbio form the ovary is small, hard, and nodular ; the 
tanica alboginea is much thickened. 

In the hyperplastic form, the ovaiy is enlarged, hard, and com- 
paratively smooth ; it usually prolapses from the increased weight 

In the QysUo variety, the change is not confined to the follicles, but 
the stroma is involved as well 

The atrophic form may be present in one part of the ovaiy and the 
hyperplastic in another; the tunica albuginea is thickened and 
prevents rupture of the cysts. Ovaries the seat of ovaritis are 
usually more or less surrounded by peritonitis. 

Wliat ii the etiology of ovaritis ? 

It oocaaonally occurs in severe cases of the infectious diseases or 
metallic poisoning, but is most often secondary to disease of the 
tubes or peritoneum. It is predisposed to by anything causing con- 
gestion of the ovaiy, such as displacement of the uterus or ovary or 
excessive venery. A salpingitis with its own etiology is the most 
frequent cause of ovaritis. Among individual causes, the following 
are especially to be mentioned : — 

Sepsis during labor, abortion or operations. 

Gronorrhoea. 

Catching cold during menstruation. 

What are fhe symptoms ? 

The ^srmptoms of acute ovaritis are usually mingled with those 
of the accompanying salpingitis or peritonitis. There is generally 
sharp pain in the ovarian region or regions, radiating to the back ; 
often pain in micturition and defecation, and various reflex neuroses. 
If an abscess forms, septic symptoms may be present. 

In the chronic form the symptoms are usually less marked ; there 
is dull pain in the ovarian region, increased by walking. There is 
dyspareunia and, especially if the ovaiy is prolapsed, painful defe- 
cation. 

What are fhe physical signs ? 

These may be obscure, from the fact that the ovaiy and tube are 
bound together by peritonitic adhesions into one indistinct mass. 

When definable, we fisel, on making a bimanual examination, a 
round body at the side of the uterus, but separated from it by a 
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slight interval ; it is sensitive to pressure, producing pain of a sick- 
ening character ; it may or may not be movable. When the ovary 
is prolapsed, this round, tender mass may be* felt in |;he pouch of 
Douglaa 

From what rnnst you differentiate an inflamed ovary? 
From — Salpingitis. 

Peritonize deposit 

Exudation into the broad ligament. 

Fibroid tumor. 

Fseces in the rectum. 

How would you differentiate ovaritis from salpingitis ? 

This is often veiy difficult, from the fact that the two conditions 
frequently coexist The chief features in the differontial diagnosis 
are found in the physical signs, as follows : — 

Ovaritis vs. Salpingitis. 

Ides farther from the uterus; Lies nearer the uterus; more 

more globular in shape. elongated. 

Less fluctuating unless abscess More fluctuating. 

present 

The ovary cannot be felt else- The ovary can often lie felt sepa- 

where. rate from the mas& 

How would you differentiate an ovaritis from an exudation 
in the broad ligament? 

Ovaritis vs. Exudation in Broad Ligament 

More circumscribed. Less circumscribed. 

Less closely related to vaginal More closely related to vaginal 

vault vault 

Less fixity of the uterus. More fixity of the uterus. 

How would you differentiate ovaritis from a lateral uterine 
fibroid? 

Ovaritis vs. Lateral Fibroid. 

Sensitive to pressure. Insensitive to pressure. 

Less intimately connected with More intimately connected with 

the uterus. the uterus ; moves with it 

Density less. Density greater. 

Menorrhagia less common. Menorrhagia more common. 

12 
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you difbrentiate ovaritis from fseces in fhe 

r 

aritii vs, Fceces, 

Less sensitive. 

Elongated in shape. 
b on pressure. . Indents on pressure, 

iptying reetonL Disappears on emptying rectum. 

reatment of ovaritis ? 

acute stage keep patient quiet in bed; apply hot 
lower abdomen ; keep bowels open and ^ces soft; 
ae, if neoeasaiy. Later, apply oounter-irritation by 
i to the vaginal fornix over the affected organ, and 
Eiry with a tampon. An excellent method is to soak 
in a solution of iodoform 1 part, chloral 1 part, and 
s, and place this about the cervix, especially on the 
After the withdrawal of this support, which may be 
> twenty -four hours, a hot-water vaginal douche may 
[vantage. 

sort, aft;er a faithful trial of the above palliative 
lonths without avail, and if the patient is a great 
d of the offending organ by laparotomy is indicated, 
the ovary is present, early laparotomy is indicated. 

Prolapse op the Ovary. 

tiology and pathology? 

he ovaiy may occur either as a result or cause of 
the increase in size, due to congestion or inflamma- 
is apt to prolapse. 

non or retroflexion of the uterus, the ovaries also are 
ackward, and from their disturbed circulation become 
diseased. In their descent they usually firat lie on 
n shelves, and may then further descend, especially 
e pouch of Douglas. 

symptoms ? 

le of ovaritis and of ovarian compression ; the latter 
ked, viz. : painftil defecation and dyspareuuia. (The 
nosis has been given under ovaritis. ) 
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What is the treatment ? 

(d) Palliative. — If due to a displacement of the uterus and both 
uterus and ovaries are movable, replace the uterus and maintain it in 
position by means of a pessary. 

When the ovary alone is displaced, if movable, support it at first 
with a tampon ; later a pessary may perhaps be worn. 

When the ovaiy is fixed by adhesions, an attempt should be made 
to cause resolution of the adhesions by counter-irritation, glycerine or 
boroglyceride tampons, hot-water douches and gentle massage. 

(b) Radical. — If the palliative measures fail and the symptoms 
are severe, a laparotomy is indicated, either to Temove the prolapsed 
ovary, or, if the uterus is displaced backward, to break up the adhe- 
sions and fasten the uterus forward by hysterorrhaphy or by short- 
ening the round Hgaments. 

Tumors of the Ovary. 

What are the chief varieties ? 

{a) Cysts. 
(6) Carcinomata. 
(c) Sarcomata. 
{d) Fibromata. 

Tuberculosis of the ovary is sometimes described under tumors of 
the ovary. 

What are the varieties of ovarian cyst ? Describe them. 

The varieties of ovarian cyst are — 

The simple follicular. 
The prohferating glandular. 
The prohferating papillary. 
The dermoid. 

The simple follicular cyst is formed by distention and coalescence 
of Graafian foUicles. This variety of cyst is usually small, often 
unilocular. 

The proliferating glandular cyst is developed from the *' glandular 
or germinal epithelium, either before or subsequent to the formation 
of the Graafian folUcles ' ' (Howell). This is the ordinary multilocu- 
lar cyst which may attain a large size. Within one main cyst there 



180 S8SENTIALS OP OYN.«COLOGY. 

maybe several seooDdary or daughter cysts. The fluid is viscid, 
usually greenish, ofleD gelatinous. 

The proliferating papillary cyst is developed from the remains of 
the Wolffian body at the hilum of the ovary. On the interior of the 
cyst, and often on the exterior, are papillsa or villi in simple or com- 
pound form. These papillaiy cysts are often accompanied by ascites, 
often infect the peritoneum, and oftien become malignant. 

The dermoid cyst on its interior seems lined with skin. It may 
contain hair, sebaceous matter, teeth or irregular fragments of 
bone, etc 

The present accepted idea as to the origin of dermoid cysts is that 
they are caused by an abnormal inclusion of the epiblast ; i ^, that 
certain misplaced embryonic cells grow within the ovaiy and produce 
the tissue to which they were destined. 

What ii the etiology of ovarian cysts ¥ 

Concerning this little is known. They occur most frequently be- 
tween the ages of 20-50, but are found both in the young and old. 

Simple ovaritis or ii\jury of the ovaiy are said by some to predis- 
pose to the formation of a cyst 

What changes may occur in an ovarian cyst ? 
The principal changes are the following : — 

It may rupture, usually frt)m traumatism. 
Hemorrhage may occur into it. 
It may become gangrenous or may suppurate. 
The hemorrhage, gangrene and suppuration are usually the result 
of torsion of the pedicle. 

Suppuration may also arise frt)m the introduction of sepsis if the 
tumor is tapped, as formerly practiced. 

What are the symptoms of an ovarian cyst ? 

Thoy are chiefly those of pressure. There may be difficulty in urina- 
tion and defecation ; in the later stages the patient is greatly ex- 
liauittoil by the great weight, and oft«n suffers with dyspnoea. 

What are the physical sig^ns of an ovarian cyst? 

Thejio vary with the location. When small and in the pelvis we 
get a U*uae elastic mass, usually fluctuating and insensitive to pres- 
hm\)» Tht> mwltilocular variety may seem hard. The uterus is di^ 
vWhh) hy tW tuiuojT. 
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When the cyst has extended to the abdomen, we get distention of 
the abdomen and duUness on percussion over the tumor. Fluctua- 
tion can usually be detected. 

From irtiat miist you differentiate an ovarian cyst when 
small and situated in the ^Ivis ? 
From (a) Distended tube. 

(b) Peritonitic exudation. 

(c) Inflammatory exudation into broad ligament. 
{d) Extra-uterine gestation. 

How would yon differentiate a small ovarian cyst from a dis- 
tended tube f 

Ovarian Cy^t vs. Distended Tube. 

No inflammatoiy history; gradual History of acute inflammation ; 

development ; Uttle if any pain. pain usually prominent 

More globular. More elongated. 

Less intimately connected with More intimately connected with 

the uterus. the uterus: 

Insensitive to pressure. Sensitive to pressure. 

Usually lower in pelvis. Usually higher. 

Less fixity. More fixity. 

How would you differentiate a small ovarian cyst from a peri- 
tonitic exudation ? 

Ovarian Oifst vs. Peritomtic Exvdatron, 

No histoiy of acute inflammation. History of acute inflammation- 
Insensitive. Sensitive to pressure. 
More mobile. Ilxed. 
More lateral Usually in pouch of Douglas. 

How would you differentiate a small ovarian cyst from an liz* 
flammatory exudation into the broad ligament ? 

Ovarian Cyst vs. Inflammatory Ibmdation. 

Absence of history of inflamma- History of inflammation follow- 
tion. ing labor, abortion, or opera- 

tion. If a haematoma, history 
of sharp pain, shocik, perhaps 
symptoms of hemorrhage. 
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More mobile. 

iDduratioD of parametrium want- 
ing. 
Insensitive. 
Bulges less into vagina. 



Fixed. 
Induration present. 

Sensitive to pressure. 
Bulges more into vagina. 



Ovarian Cyst 
Slow growth. 
No symptoms of pregnancy. 

^Icnstruation usually not &r 

from normal. 
More mobile. 

I^torus usually not enlarged. 
Pain only from pressure; 

acute attacks. 



no 



How would you differentiate an ovarian cyst from an extra- 
uterine pregnancy? 

V8. Extra-uterine Pregnancy. 

Growth more rapid. 

Constitutional symptoms of preg- 
nancy. 

Amenorrhoea usually followed by 
menorrhagia. 

More j&xed. 

Uterus enlarged. 

Attacks of pain ; finally a severe 
attack, symptoms of shock and 
hemorrhage. 

From what must you differentiate a large ovarian cyst 
occupying the abdomen? 

From (a) Pregnancy. 
(6) Ascites. 

(o) Fibroid tumor of the uterus. 
(d) Distended bladder. 
(f») Iliiematometra. 

How would you differentiate a large ovarian cyst from a 
pregnant uterus ? 

Ovamin Cyst vs. Pregnant Uterus. 

More Ititoral More central. 

Mon^truation continues. Amenorrhoea the rule. 

Pasitive symptoms of pregnancy Positive symptoms of pregnancy 



absent 
Uterus small, separate from 

tumor ; cervix softened. 
Fluctuating. 



present 
Uterus forms the tumor ; cervix 

softened. 
Less fluctuating; foetal parts 

felt 
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IntennitteDt contractions absent Intennittent contractions pre- 
sent. 
Growth less rapid. Growth more rapid. 

How would you differentiate a large ovarian cyst from 
ascites? 

Ovarian Cyst vs. Ascites, 

Patient on back : — Patient on back : — 

SweUing central or unilateral Swelling bilateral 

Dullness in front Tympanitic in front. 

Tympanitic on the sides. Dullness on the sides. 

Percussion note varies Httle on Percussion note varies greatly in 

turning patient from side to turning from side to side. 

side. 

Circumscribed. Diffuse. 

How would you differentiate a large ovarian cyst from a 
Isfge fibroid tumor of the uterus ? 

Ovarian Cyst vs. Fibroid. 

Fluctuating. Firm, non-fluctuating. 

Less intimately connected with More intimately connected with 

the uterus. the uterus ; moves with it. 

Menorrhagia uncommon. Menorrhagia common. 

Uterus usually not enlarged. Uterus usually enlarged. 

How would you differentiate a large ovarian cyst from a 
distended bladder? 

Ovarian Cyst vs. Distended Bladder. 

More lateral Central 

Rarely in front of the uterus. Lies in front of the uterus. 

Remains after patient is cathe- Disappears when patient ia 
terized. catheterized. 

How would you differentiate a large ovarian cyst from a 
hflematometra? 

Ovarian Cyst vs, ITamiatonietra. 

Menstrual flow appears. Menstrual blood retained. 

More lateral ; separate from the Central ; tumor formed by the 
uterus. distended uterus. 
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Fun ontjT fioB pieasiire. Periodical attacks of pab, due to 

increase of contents. 

Atresia absent Atresia of Tagina or cervix 

pres^it 

What it ihit treatMent of an OYarian cyst ! 

The only treatment is remoTal by laparotomy. 

Parovarian Ctsts. 
Deseribe briafiy. 

They are cysts devdoped in the broad ligament from the parova- 
rinm, the remains of the Woffian body. These cysts are usually, 
though not alwayss unilocular; the contents colorless, thin and 
watery. The cyst wall is usually thin, and fluctuation very distinct 
As the cyst grows, it opens up the iblds of the broad Hgament 

What is the treatment? 

Bemoral by laparotomy is probably the best treatment One fold 
of the broad ligament is incised and the tumor enucleated. « 

Th^y were formerly treated by tapping, but thero is danger of 
sepsis and peritonitis, and they often refill 

What are the chief points in the technique of a laparotomy 
for the removal of the uterine appendages or a cyst? 

Have the bowels of the patient thoroughly emptied, and allow 
only fluid diet for twenty-four to forty-eight hours preceding the 
operation. On the evening before the operation, it is well to thor- 
oughly wash the abdomen, especially about the umbilicus. On the day 
of the operation, the abdomen and pubes are shaved, scrubbed with 
soap and water, washed with alcohol, and then with bichloride 1-1000. 

All antiseptic precautions must be observed in regard to instru- 
ments, hands, sponges, etc. 

The patient having been anaesthetized, a final cleansing of the 
abdomen with alcohol and bichloride is performed. An incision, 
about three inches long, is made in the median line, beginning just 
below the umbilicus ; this incision is deepened to the peritoneum ; 
bleeding points are clamped, and the wound irrigated with bichloride 
1-1000. The peritoneum is raised with thumb forceps, one held 
by the operator, the other by an assistant, and the peritoneum cut 
between the forceps; the incision is lengthened with the scissors, 
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cattiDg on the finger to the length of the abdooiinal wound. The 
latter may be lengthened, if necessary. 

If the operation is for the removal of the appendages, the fondus 
of the uterus is felt for as a landmark ; the ovary and tube of the 
affected side are brought into the abdominal wound and surrounded 
by warm sponges or pads. A Staffordshire knot (see Fig. 57), is 
tied about the pedicle ; the parts outside the ligature are cut a¥my, 
the stump is dusted with iodoform, the ligature cut short and the 
stump dropped back into the abdominal cavity. The other side is 
treated, if necessary, in the same way. 

If the operation is for an ovarian cjrst, after opening the abdomen 
the cyst is punctured with a trocar, the emptied sac drawn out of the 
abdominal wound, the adhesions separated, if necessary, the pedicle 
tied with silk in a Staffordshire knot, and the stump treated as before. 

If any pus has gotten into the abdominal cavity, the latter is freely 
irrigated with hot boiled water, and a glass drainage tube inserted. 
If no irrigation is practiced, the tube is usually omitted. 

The abdominal wound is closed by one of several methods. A very 
good one is to use silver wire, passing through skin, muscle, fascia 
and peritoneum, and then bring the skin into apposition by sutures 
of silkworm gut introduced between the silver wires. Some suture 
the peritoneum separately, but this is unnecessary. The wound is 
irrigated with bichloride, 1-100() ; iodoform is dusted on and then 
a dressing of iodoform gauze, bichloride gauze and borated cotton 
applied and held in place by plaster strips and an abdominal binder. 
The patient is then put to bed and surrounded with hot-water bottles. 

How is the Staffordshire knot tied ? 

Pjg^ 57 The suture is passed from you through 

the centre of the pedicle by means of an 
aneurism needle, and the needle with- 
drawn ; the loop is then brought forward 
over the tumor, one end of the suture 
brought above and the other left below 
it (see Fig. 67). The two ends are now 

8TAFF01ID8HIRB KNOT (7h«). ^j^^ ^ ^ ^^^y^ ^^^^ ^|^^^ ^^^^ ^^^^^ 

This shows knot after loop baa t i . i n t t ^ 

been brought over, one end the pedicle in the crease formed by the 
firs" tarn of ibe artery knot loop and tied in a double knot on the 
™"^«- other side. 
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What is the after treatment of the ease ? 

The patient receives no food by the mouth for 12-24 hours, nutri- 
ent enemata being used in the meantime. The urine is drawn with 
a catheter. As Httle opium as possible is used. The bowels are 
moved on the third day by a turpentine enema, calomel gr. iv (gr. j 
every half hour) or salines. If tympanites occurs at any time, the 
bowels are moved. 

The stitches are removed on the 7-8th day, and the patient is 
aUowed up on the 14th. 

How would you prepare catgut for ordinary ligature and 
snture? 

1. Soak the gut in ether for 1 hour. 

2. Wipe with a bichloride towel. 

3. Soak in bichloride 1 : 1000 for 8 hours. 

4. Wipe with a bichloride towel. 

5. Store it in absolute alcohol. 

How would you prepare the chromicized (McEwen's) catgut I 

Soak the gut for 48 hours in the following solution : — 

R. Acidi chi-omici, ^iij-^vss 

Aqnae, q. 8. ad Oj 
M. et adde 

Glycerini, Ov. 

Then store the gut in carbolized glycerine 1-5. 
Wipe with a bichloride towel before using. 

Extra-Uterine Gestation. 

What are the varieties? 

Extra-uterine gestation, or ectopic gestation (Tait), may present 
the following varieties : — 

(a) Tubal, — Growing within the Fallopian tube ; this is the 
most common variety. Three varieties of tubal gestation are 
noticed : — 

1. Interstitial. — ^In that portion of the tube within the uterine 
wall 

2. In the tube proper. 

3. Tubo-ovarian. — ^Between the tube and ovary. 
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(&) AhdomtmoL—Tkas was pK^^niity ^n^maSr tahiL 
(c) Ovariam^ — ^Tkat gf^ftoftanw ever oomrsirkhm the oTuy is Toy 
doabdvL Tut s^s dbat ke msver nw £«t^ a etse. 

Whmtistkeetifikgj! 

Diaeise of tlie tube, or obetnKtkn of ks hiiiieQ by Uim<»ns, 
jH^ssiire, ortzaelionai>epegiidedastl»eduef ctodes. 

Whmt are tke fy^toss I 

Hioe is ufloiDy a histoiy of ptevioiis sterility ; then symptoms of 
eariy jHegmuiey; osoaDy uneDOffrhoBa at first, ht/&r irregular 
menstmatioo or menmha^ia. Attacks of pain with symptoms of 
£&ock may he present ; then when the sac mptores, ^ymptiHus of 
hemorrhage, severe shock and ooDapse. 

What are the physical tagsa ? 

The uterus is fi^ond scHoewhat enlarged. At the dde or posterior 
a tomor is felt, ten ier on pressore, and containing abundant blood 
vessels. BaDottement is sometimes detected. 

What is the course and result ! 

Extra^uterine pr^nancy is usuaUy, if not always, primarily tubal. 
At about the third month the tube usually ruptures either into the 
peritoneal cavity or into the broad ligament The foetus may die at 
this time. If small, it, with the effused blood, may be absorbed ; if 
large, it may become encysted and retained for years, or suppuration 
may occur and the bones be extruded through the rectum, vagina, 
abdominal waU, or bladder. 

The foetus, on the other hand, may live, the placenta being attaohetl, 
in the abdominal vanety, to the abdominal wall, intestines or any of 
the viscera. Tait regards the extra-uterine children reaching full 
term as in the broad ligament 

From what must you differentiate extra-nterine pregnancy t 

Suppurative cellulitis. 
Fibroid tumor. 
Ovarian cyst 
Dermoid cyst. 
Parovarian cyst 
Salpingitis. 
. Retroversio-flexic. 
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What is the treatment? 

(A) Before the viability of the child, two views are held at the 
present day : — 

1. Perform laparotomy as soon as the diagnosis is made, and re- 
move, if possible, the foetus, or its remains, and the sac. 

2. Destroy the life of the foetus by electricity, and only perform 
laparotomy after the failm-e of nature to remove the products of ges- 
tation. 

Thomas gives as a rule in ectopic gestation prior to the viability of 
the ohild : ** A diagnosis of extra-uterine pregnancy being arrived 
at, destroy foetal life as promptly as possible." Of several methods 
of accomplishing this, he decidedly prefers electricity without acu- 
puncture. 

When rupture of the sac into the peritoneal cavity occurs, the 
usual indication is to perform laparotomy and cleanse the abdominal 
cavity. 

{B) After the viability of the foetus, the best rule is probably to 
wait till iull term and perform laparotomy, with the hope of saving 
both mother and child. 



FistnlsB. 

What are the chief varieties met with in gynsecologfy ? 

They may be either urinary or fecal. 

Urinary fistula3 present the following varieties (see Fig. 58) : — 

1. Urethro-vaginal. 

2. Yesico-vaginal. 

3. Yesico-uterine. 

4. Uretero-vaginal. 

5. Uretero-uterine. 
The most common is the vesico-vaginal. 

The fecal fistula which especially concerns us is the recto-vaginal. 

What is the etiologfy of a vesico-vaginal fistnla ? 

The most common cause is sloughing following long-continued 
pressure, usually in parturition, but occasionally from a pessary. It 
may be produced by direct laceration through the septum. It is pre- 
disposed to by the causes of a tedious labor. 



What are tlie aymptomH ? 

The involuntary escape orurioe. 

A tuinoua odor about the person. 

IrritatioD and excoriation of the vulva and parts aionnd. 
How is the diagnodi made T 

If the fistula ia not evident on expoaing the parts with a Sims' 
speculum, the patJent being is Sims' positjoo, the bladder may be 
distended with some colored antiwptio fluid, Uke creolin solution, 
and by the exit of the latter the fistula may be detected, sud tbeo 
verified }ty a. probe. 



To RErHEflENT TRB CBI(I> VABICnHS OF UniNlRr FlSTUI^— UBBTneO-VlOllKI, 

The BMt or • r«cto-Tigliitl flatuU l> indlctted {De AinA^j. 

What ii the treatment 1 

The treatment usually pursued in this countiy is the operation of 
Sims, which is performed as follows: The patieot is ansestbetiied, 
an antiseptic vaginal doiiche given, and all antiseptic precautions 
observed during the operation. She is placed in Sims' portion 
and Sims' speculum introduced. The edges of the fistula are pared 
with the knife or scissors, the mucous memhmne not being included 
in the incision. Silver-wire sutures are then introduced, about one- 
fifth to one-fourth inch apart, not penetrating the mucous mem- 
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Whftt is tile etifikgjf 

Tlik. fik« the T«gko>TafVi] fetdbu is i^ittQj due to sloughing 
CMgedliyfcj^g-qM tui w tJ pi«s5«iei]i putuntioii^orinay he produced 
bgr boeraskn Uuott^ the septuM, either bf the UMided eff[>rt8 of 
nature or hy iik&tnuBeiitil defirvrr. Cancer or syfJiilis may, of 
oouise, cause fetuK but this viQ do4 eoooeni us hoe. 



Whmt is tile tnftterat ! 

It is simikr to Sims* operation &r Tesioo>TagiDal fistula. The 
edges are denuded and brought together by silver wire, the rectal 
mucous m^nbnne being uninjured. If the fistula is near the vulva, 
it is usua% best to divide the ^hincter ani and perineum up to the 
fistula, to dissect this out, and then dose the parts as in a laceration 
of the p^ineum through the sphincter anL 



INDEX. 



ALEXANDER'S operation, 123 
Amenorrhoea, 96 
Atrophy of the uterus, 151 

BIMANUAL examination, 45 
Bladder, 35 
Bulbs of the vagina, 20 

CARCINOMA uteri, 167 
Cellulitis, pelvic, 87 
Clitoris, 18 
Coccygodynia, 78 
Condylomata, pointed, 74 

syphilitic, 75 
Curette, 61 

DEVELOPMENT of the pelvic 
gans, 42 
Dilators, 57 

elastic, 61 

graduated, hard, 59 
Displacements of the uterus, 110 

anteflexion, 112 

anteversion. 111 

retroversion and retroflexion, 
Dysmenorrhoea, 99 

ECZEMA of the vulva, 72 
Emmet's operation, 132 
Endometritis, 140 
acute, 141 
chronic, 142 
Erythema of the vulva, 72 
Extra- uterine gestation, 186 

FALLOPIAN tubes, 30 
Fibroid tumors of the uterus. 
Fistula, recto- vaginal, 190 
FistulsB, 188 
Fossa navicularis, 20 
Fourchette, 20 



or- 
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151 



HEMATOCELE and hematoma, 
pelvic, 91 
Haamatooelo, pudendal, 70 
Hemorrhage from vulva, 71 
Hernia, pudendal, 69 
High amputation of the cervix, 170 
Hymen, 21 

HypersBsthesia of the vulvo, 77 
Hypertrophy of the cervix, 134 
Hysterectomy, vaginal, 109 
Hysterorrhapby, 124 

INSTRUMENTS, 48 
^ Inversion of the uterus, 158 
Irritable urethral caruncle, 79 
Ischio-rectal fossa, 41 

LABIA majora, 17 
minora, 18 
Laceration of the perineum, 127 
of the cervix, 136 

MALFORMATIONS of the uterus, 
106 
Malformations of the vagina, 104 
atresia of the vagina, 104 
of the vulva, 80 
Menstruation, 96 
disorders of, 96 
amenorrhoea, 96 
dysmenorrhoea, 99 
obstructive, 100 
congestive, 100 
neuralgic, 101 
ovarian, 102 
membranous, 102 
menorrhagia and metrorrhagia, 93 
vicarious menstruation, 98 
Metritis, 146 
acute, 147 
chronic, 148 
Mons veneris, 17 
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£W growths of the TuWa, 74 



OVARIES, 31 
affections of, 174 
hemorrhage into, 174 
prolapse of. 178 
tamors of, 179 
Oraritis, 175 

PAPILLOMATA, simple, 74 
Parovarian cysts, 184 
Parovarium, 34 
Pelvic floor, 39 
Perineal body, 40 
Perineum, muscles of, 41 
Peritoneum, pelvic, 84 
Peritonitis, pelvic, 85 
Pessaries, 119 
Physical examination of pelvic organs, 

42 
Polypi, 163 
Probe, uterine, 67 

Prolapse of urethral mucous mem- 
brane, 80 
Prolapsus uteri, 124 
Pruritus, vulval, 75 
Pudendal hsBmatocele, 70 
hernia, 69 

RECTAL examination, 46 
Rectum, 37 

SAENGER-TAIT operation, 128 
Salpingitis, 172 
Sarcoma of the uterus, 1 71 
Skin diseases of vulva, 72 



Sound, uterine, 53 

Specula, 48 

Sims' speculum, 48 
Fergusson's speculum, 50 
Brewer's speculum, 51 

Stenosis of the cervix, 135 

TENTS, 57 
Trachelorrhaphy, 139 

URINARY tract, 34 
Uterus, 23 
Uterus, mucous membrane of, 25 

VAGINA, 21 
diseases of, 81 
Vaginal examination, 43 
Vaginismus, 77 
Vaginitis, 

simple catarrhal, 81 

gonorrhoeal, 82 

ulcerative, 83 

diphtheritic, 84 
Vestibule, 20 

Vicarious menstruation, 98 
Volsella, 52 

Vulva, malformations of, 80 
Vulvitis, 62 

- acute simple catarrhal, 63 

chronic catarrhal, 63 

gonorrhoeal, 64 

phlegmonous, 65 

diphtheritic, 66 

gangrenous, 66 

follicular, 67 
Vulvo- vaginal glands, 21 

cyst and abscess of, 68 
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benefit of the special knowledge and experience of ilin 
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avoiding all unnecessary detail. The book an a whole will 
thus faithfully represent the prevailing vicwn and mvihifiU 
of American surgeons. 

The names and professional positions of tfie aiiihorfi^ In- 
dicate without further explanation the general Mcope nn^l 
character of the work. 
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beautiful large clear type, on heavy paper, with iiutit4^oun 
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Half Russia, $7. 00. 

ASSOCIATE AUTHORS. 
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This, the latest work on a most important subject, will 
contain in a comparatively small space the experience and 
teachings of a number of the best-known Medical Men of 
America, presented in a terse, practical, and authoritative 
style. Especial prominence will be given to Symptomatol- 
ogy, Diagnosis, Prognosis, and Treatment, other sections 
receiving attention in proportion to their importance. 

Under the head of Treatment, a large number of Form- 
ulae will be given by each author. 

It will be issued in two handsome Royal Octavo volumes 
of about 900 pages each, with very complete Indices, 
printed on heavy paper, from good, clear type, with Illus- 
trations to elucidate the text wherever necessary. 
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Now Beady— Second Revised Bditioii. 



MEDICAL DIAGNOSIS. 

BT 

DR. OSWALD VIERORDT, 

Professor of Medicine at the University of Heidelberg, formerly Privat 

Docent at University of Leipzig, Professor of Medicine and Director 

of the Medical Polyclinic at the University of Jena. 

Translated, with Additions, from the Second Enlarged German 
Edition, with the Author's Permission, 

BY 
FEANCIS H. STUAET, A.M., M.D., 

Member of the Medical Society of the County of Kings, New Tork, 

Fellow of the New York Academy of Medicine, Member of the 

British Medical Association, etc. 

In one handsome royal octavo volume of 700 pages. 

178 fine wood-cuts in text, many of which are in colors. 
BricCf Clothe $4.00 net; Sheep, $5.00 net. 

^ THIS VALUABLE WORK IS NOW PUBLISHED IN GERMAN, ENGLISH, RUSSIAN, 
f^ AND ITALIAN. 

§ This important accession to the text-books of 1891 will be wel- 
C corned by both the Student and the Practitioner, giving, as it does, 
^ in a concise and clear manner, the experience of one of Germany* s 
S most profound scholars and specialists in this branch of the practice 
§ of medicine. 

^ In this work, as in no. other hitherto published upon the subject, 

are given full and accurate explanations of the phenomena observed 

*qJ at the bedside. It is disiinetly a clinical work by a master teacher, 

^ characterized by thoroughness, fulness, and accuracy. It is a mine 

^ oflnformation upon the points that are so often passed over without 

explanation. The student who is familiar with its contents will 

have a sound foundation for ^^e practice of his profession. 

The author gives a complete, though brief, presentation of the 
micro-organisms whose recognition and discrimination are made 
possible by cultivation and inoculation, and which, through the 
labors of those eminent bacteriologists — Pasteur, Koch, and others 
— ^have already made such a marked change in the application of 
rem** " " ^ in the cure of disease. 
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A yolaminons and ezhaostive handbook of 

Medical, Surgical, and Scientific Terminology, 

containing concise explanations of the various terms used in Medicine 
and the allied sciences, with 

Phonetic Pronunciation, Accentuation, Etymology, etc. 

The work will form a very handsome royal 8vo volume, beautifully 
printed from type specially cast for the work^ on paper manttfactured for 
this purpose. It will contain most important tables of 

Bacilli, Micrococci, Leucomaines, Ptomaines, etc. etc., 

the whole forming the most complete, reliable, and valuable Diction- 
*»^ <n the market. 

has been the aim of the Publisher to place in the hands of stu- 

A and the medical profession a work which should contain the 

lies of Hundreds of New Words now being adopted, and at the same 

ie, by leaving out the numerous obsolete terms contained In most Dic- 

anes, keep the volume of such a size as to be most convenient for 

ijf reference. 
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Dictionary of Terms and Words used in Medicine and Surgery. 
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Editor of "Cydopsedia of Diseases of Children/' etc. : Author of the 

**New Pronouncing Dictionary of Medicine," 
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HENRY HAMILTON, 

Author of **A New Translation of Virgil's ^neid into English Verse i" 
Ck>-authorof a '*New Pronouncing Dictionary of Medicine." 
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This new and oomprehenslye 
work of reference is the ontoome 
of a demand for a more modem 
handbook of its class than those 
at present on the nuirket, which, 
dating as they do from 1855 to 
X884, are of bat trifling use to 
the student by their not con- 
taining the hundreds of new 
words now used in current lit- 
erature, especially those relat- 
ing to Electricity and Bacteri- 
ology. 
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Saunders' Pocket Medical Lexi- 
con—a very complete little work, 
invaluable to every student of 
medicine. It not only contains a 
very large number of words, but 
: — JKT* ^^^ tables of etymological factors 
common in medical terminology ; 
abbreviations used in medicine. 



CFrom Appendix to Medical Lexicon.) poisons and antidotes, etc 



Haw Readjf— Fourth EdtU€tn. 

CONTAINING 
"HINTS 03>T r>ISSBOTrOIT-" 

Essentials of Anatomy and Mannal of Practical 
Dissection. 

By CHABLES B. NANCREDE, M.D., 

Professor ol Surgery and Cllntcsl Sureery In the Uoiveislty ol Mlcbieaii, Ann 

Arbor: Correaponding Member oi the Koyal Academy ot Medlcloe, 

Borne, lUly; lateSurgeonJeHersou Medical CoUege,etc. etc 



lMB»Fall>pigaUtk*snpUePlateiia Colon. Onr MO lIlutraUoBi. 



, .jjned (oaidthestudeut IndlasectinetliemuMles, 

arteries, (eins, and nerves. For thlsedltlon the wcxidcula have all been speci- 
ally drawn and engraved, and an Appendix added containing 60 lllustratlanB 
representing the structure ot ttie entire human skeielun. the whole based on 
tbe elcTenih ediilon or Uray's Anatomy, and lormlng a luuidsome post Sro 
volome ol over 400 pages. 



Prioe, Extra Cloth or Odoloth for the Diiseotion-Room, $2.00 Net. 
Msdioal Sheep, 2.50 " 

3tme» and SegUter, PhlladelpMa, Aitgua 23, ISSD.— Naacrede'a Anatomy 
and Dissector— this li a good dissector's inaniul, with clear type and hand. 
^nie cuts. The colored plates are espeoUlIf -" j-i.i. 



l^OW READY 



DISEASES OF THE EYE. 

A HAND-BOOK OF OPHTHALMIC PRACTICE. 
Bv G. E. DE SCHWEINITZ, M.D., 

Ophthalmic Surgeon to Children's Hospital and to the Philadelphia Hospital 
Ophthalmologist to the Orthopaedic Hospital and Infirmary for Ner- 
vous Diseases; Lecturer on Medical Ophthalmoscopy, 
University of Pennsylvania, etc. 



Fonning a handsome royal 870. yolnme of more than 600 pages. 
Over 200 fine wood-cut8, many of which are original, and two 

ohromo-lithograpio plates. 

Price, Cloth, $4.00; Sheep, $5.00. 



The object of this manaal is to present to the student who is be- 
ginning work in the field of ophthalmology a plain description of 
the optical defects and diseases of the eye. To this end special 
attention has been paid to the clinical side of the question ; and the 
methods of examination, the symptomatology leading to a diagnosis, 
and the treatment of the various ocular defects have been brought 
into special prominence. Anatomy, physiology, and pathol(^cal 
histology, except in so far as they serve the purpose just stated, 
have been omitted. The sections devoted to optical principles and 
the normal and abnormal refraction of the eye in large portion have 
been written by Dr. James Wallace, Chief of the Eye Dispensary of 
the University Hospital. The chapter devoted to the application 
of the shadow-test has been prepared by Dr. Edward Jackson. The 
book will be suitably illustrated by a number of wood-cuts, many of 
them from cases in the practice of the author, in addition to which 

there will be several chromo-lithographs. 
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IN FBEPARATION. 



DISEASES OF "WOMEN. 

« 

By henry J. GARRIGUES, A.M., M.D., 

Professor of Obstetrics in the New York Post-Graduate Medical School and 
Hospital ; OynsBoologist to St. Mark's Hospital in New York City ; Gynae- 
cologist to the German Dispensary in the City of New York ; Con- 
sulting Obstetrician to the New York Infant Asylum; Obstetric 
Surgeon to the New York Maternity Hospital ; Fellow of 
the American Gynaecological Society ; Fellow of the 
New York Academy of Medicine ; President of the 
German Medical Society of the City of New 
York, etc. etc. 

It is the intention of the writer to provide a practical manual on 
Gynaecology, for the use of students and practitioners, in as concise a 
manner as is compatible with clearness. 



Syllabus of Obstetrical Lectures 

In the Medical Department, University of Pennsylvania. 

By RICHARD C. NORRIS, A.M., M.D., 
Demonstrator on Obstetrics in the University op Pennsylvania. 

Second Edition thoroughly revised and enlarged. 

Price, Oloth, Interleayed for Notes . . . $2.00 Net. 

The New York Medical Record of April 19, 1890, referring to this 
book, says : " This modest little work is so far superior to others on 
the same subject that we take pleasure in calling attention briefly 'to 
its excellent features. Small as it is, it covers the subject thoroughly, 
and will prove invaluable to both the student and the practitioner as 
a means of fixing in a clear and concise form the knowledge derived 
from a perusal of the larger text-books. The author deserves great 
credit for the manner in which he has performed his work. He has 
introduced a number of valuable hints which would only occur to one 
who was himself an experienced teacher of obstetrics. The subject- 
matter is clear, forcible, and modern. We are especially pleased with 
the portion devoted to the practical duties of the accoucheur, care of 
the child, etc. The paragraphs on antiseptics are admirable ; there 
is no doubtful tone in the directions given. No details are regarded 
as unimportant ; no minor matters omitted. We venture to say that 
even the old practitioner will find useful hints in this direction which 
he cannot afiford to depise." 
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JUST READY. 



SAUNDERS' 



Pocket Meal Fomnlarf . 

BY 

WILLIAM M. POWELL, M. D.,- 

Attending Physician to the Mercer House for Invalid Women, at Atlantic City, 

N. J. ; Late Physician to the Clinic for the Diseases of Children in the 

Hospital of the University of Pennsylvania and St. C lement^s 

Hospital ; Instructor in Physical Dfaffnosis in the Medical 

Department of the University of Pennsylvania, and 

Chief of the Medical Clinic of the Philadelphia 

Polyclinic. 



Oontainingr 1750 ForxniilsB> selected from several hundreds 

of the best-known authorities. 



Forming a Handsome and Convenient Pocket Companion of 

about 275 printed pages, with blank leaves for additions. 

Handsomely bound in Moroccoi with side index , 

wallet and flap. 



A concise, clear, and correct record of the many hundreds of famous 
formulae which are found scattered through the works of the 

M«st Eminent Physicians and Surgeons 

of the world; particularly helpful to the student and young practitioner, 
as it gives him a taste for writing his prescriptions in an elegant and 
correct manner, thus avoiding incompatible and dangerous prescriptions. 
The use of this work is to be recommended even to the older prac- 
titioner, as through it he becomes acquainted with numerous formulae 
which are not found in text- books, but have been collected from among 
the 

Rising Generation of the Profession^ College Prof essorsi and 

Hospital Physicians and Surgeons. 

12 



jyOWBEADT. 



NEW AND REVISED EDITIONS OF 



SAUNDERS' 

QUESTION COMPENDS. 

Arranged in Question and Answer Form. 

The Latest, Cheapest, and Best 
ILLUSTRATED SERIES OF COMPENDS EVER ISSUED. 



THE ADVANTAGES OP QUESTIONS AND 
ANSWERS. — The usefulness of arranging the subjects in 
the form of Questions and Ans'wers will be apparent, 
since the student, in reading the standard works, often is at 
a loss to discover the important points to be remembered, 
and is equally puzzled when he attempts to formulate ideas 
as to the manner in which the Questions could be put 
In the Examination-Room. 



These smaU works, which can be coiiveniently carried in the pocket, 
contain in a condensed form the teachings of the most popular 
text-books. 

The authors are nearly all connected with the varioas colleges as 
Demonstrators or Lecturers, and are therefore thoroughly conver- 
sant, not only with the wants of the average student, but also with 
the points that are absolutely necessary to be remembered in 
the Bzamination-Room. These books are constantly in the hands 
of their authors for revision, and are kept well up to the times, their 
fast sale allowing them to be almost entirely rewritten whenever 
necessary, instead of having to wait for the edition to be sold, as is 
the case with an ordinary text-book. 

13 



No. 1. 

ESSEITIALS OE PITSIOLO&T. 



H. A. HAEE, M.D., 

PralBBsor of Therapeutics aad Hateiioa Median In the Jefleraon Medical Col 

lege of Fklladetphla; PIij-bIcUd to St. Agnes' Hospital and totbe 

Medical Dispensary ol the Children's Hospital ; Laureate ot 

the Royal Academy ot Medicine In Belgium, ot the 

Medical Society of Londaa, etc. ; Secretary 

ot the CanTeatloD for tlie Reylslon ot 

the FtaaraiMopoBla, IBSO. 



NUMEROUS ILLUSTRATIONS 

Third Edition, rerlsed and enl*rg«d bj tbe addition of a series of 

haudaome pUt« llltutratlDnB taken from tbe eelebrat«d 

X Icones Neiromni Capitis " of Arnold. 
Price, Cloth, $1.00 net. Interleaved for note*, $1.35 net. 

University Medical Magazine, 
Ofltober, 1888.— " Dr. Hare has 
admirably succeeded in gather- 
ing togetber e. Beries ot Ques- 
tions which are clearlj pat aod 
tersely answered." 

Aicijtc JHediatl Journal, Octo- 
ber, 1889.—" Hare's Physiology 
ooutaine the essences of its sub- 
ject. No better book bas ever 
beer produced, and every stu- 
dent would do well to possess a 
copy." 

Times and Rtgiaer, Philadel- 
phia, October B, 1689.—" In the 
second edition of Hare's Physi- 
ology all the more difScuIt points 
of the study of the nuryous sys- 
tem have been elucidated. As 
the work now appears it caunot 
fail to merit the appreciation of 
the overworked studant." 



Specimen ol Illustrations. 



ESSENTIALS OF SURGERY. 

OONTUNHiO, ALSO, 

Voneraal DIseaM*, Surgical Landmark*, Minor and Operative Sur- 
gery, and a Complete Deicription, together with M\ llluatra- 
tiona, of the Handkerchief and Roller Bandage. 

By EDWARD MARTIN, A.M., M.D., 

Clinical Professor o( Qenlto-Urinary Diseases, Instructor In Operative Sur. 

gory, and lecturer on Minor Surgery, University ol Pennaylvanlai 

Surgeon to tbe Howard Hospital ; As^atant SurgeoD tu (be 

Dniveralty Hospital, etc etc. 



PROETSKLX IU.(TSIBATED. 

FOURTH EDITION, 

ComMerablj- enlai^ed bj- an Appendix containing hill dlreoUons 

and pn»crlptlons fbr tbe preparation of the rarions mate* 

rials nsed in iaTISEFTlC SUBGERY ; also aev- 

eraJ bnndred recipes coTerln^the medical 

treatment of surgical affections* 

Price, Cloth, $i.oa. Interleaved for Notea, $1.25. 



gery contains all necessarj' easen- 
tials of modern enrgery In a ooni' 
paratlvely amall space. Ita atyla 
is interesting and ita illuitrationa 
admirable." 

Vhiveriily Madical JVagaziiu, 
Joniiary, I8B9.— "Dr. Martin has 
admiiably ancoeeded in selecting 
and retaining just what ia neces- 
sary for pnrpoeea of eiamination, 
and patting it in nicst excellent 
shape for reference and memor- 
iiing." 

Kaatai Ciiy Mtdieiil Record. — 
"Martin's Surgery. — This admir- 
able Dompend ia well ap in the 
most advanced ideas of modern 
.rorgery," Specimen of IllusCratlona. 



ESSENTIALS OF ANATOMY. 

Inclnding: the Anatomy of the Viscera. 

Bt CHARLES B. NANCREDE, M.D., 

ProfiMor of Surgerj and Clinical Sni^erj in the UnlreiBit; of Hichigu. 

Ann Arbor f Correaponding Member of tbe Royal Academy oT 

Medicine, Romo, Italy ; Late Sui^eon Jefferwn 

Medical Cullege, etc etc. 

ONE HUNDRED AND FORTY FINE WOOXUTS 

THIRD EDITION. 

enlarged by an Appendix containing over Sixty llluttration* of 

the Osteoiogy of the Human Body. 

Tht whole bued upon the laat (elovenUi) edition of 

GHAT'S ANATOMT. 

Frloei Clot]^ 91.00. Interlearea for Uttim, $1.26. 

American Praailianer and 
Nods, FAniary 16, 1889, 
" Nanorede'a Anatomy.— 
For eelf-quizaing and keep- 
ing fresli in mind the 
knowledge of Anatomy 
gains at Bchool, it wonld 
not be e»&j to Epiutk of it 
in terms loo favorable." 

SoHlliem Cali/ormiui fined- 
(ioner, Jbnuorj 18, 1889. 
" Nanorede'B Anatomy. — 

Very accurate and traBt. 

jlmerieon /Voc(t(ioner and 
Neics, LouisvilU, KentiuJis- 
" NftDcrade'a Anatomy. — 
Truly anch ft book as no 
student can affind Id be 
Specimen ol irluatratlons. withont." 



Essentials of MedicdChenustiy 



^ ^ -^^L^fc^ B a^^^^^B '^^L^hri^^'^* 




LAWRENCE WOLFF. M.D., 



7. Jef«r9» Xcdieal Co 



THIRD AITD REVISED EDITION, WITH AN APPENDIX, 



Price, CloUi, %U0O. Interieaved for Hotes, S1.2S. 



CmnHfiaH ^^iatiuv/ Xetrt, JaDoarr. 18S9.— ** Wolff's Chemistry, --A Utile 
work that ean be carried in the pocket, for ready reference in 9olTiDg difficult 
pfx>bleins.*' 

St. Jotepk's Modiral Herald, March, 1S89.— *'Dr. Wolff explains moot 
simply the knotty and difficult points in chemistry, and the book is thercfortk 
well suited for use in medical schools.'' 

Medical and Sttrgical Reporter, November, 1889. — *' Wo couM wUh thilt 
more books like this would be written, in order that medicAl studontu might 
thns early become more interested in what is often a difficult and unintt^ront* 
ing branch of medical study." 

Re^^tered Pharmacist, Chicago, December, 1890.— •' Wolff > Chcmlntry.*' 
^'* The author is thoroughly familiar with his 8ul\jeots. A \\wt\\\ atlilltlon to 
the medical and pharmaceutical library." 

17 



ESSMTIAIS OF OBSTETBICS. 

Br W. EASTERLY ASHTON, M.D., 
ObaUtrlcliin to the Fblladelpbla HoipltaL 



^5 ILLUSTRATIONS. 
Third Edition, thoroughly revised and Enlarged. 



Prloe. Cloth, VLOO. Intarleaved for Notea, 91.25. 



Specimen of Illusiratlons. 

SaiuUtrn Praclitioner, January. 1890.— Ash ton's Obstetrics. —An eieellent 
little Tolume aantainine ooriect and praotical knowledge. An sdmirBble eom- 
pend. and the best oandeiisation we have seen." 

Chicago Midicat Tima.—" Ashton'i ObBtetrira. — Of eitreme ralae to stu- 
dents, and an excellent little book to freshen up tbe memory of the praoti- 
tioner."' 

ItOdical a-id Sn'gteai Tteponer, January 2fl, iaB9.—"ABbton's Obstetrics. 
-^A vork thoroughly eelculated to be of nervice to students in preparing for 
eiaminatioD." 

JVfM. York Medical AhHract, April, 1890.— " Aibton'j Ohetetrics should be 
eoneulted b; tbe medioal atndent until ba ean answer eTeryqnestion atsigbt- 
The practitioner would also do well to glance at the book now and then, to 
prevent his knowledge from getting rusty." 

IS 



No. e. 

ESSENTIALS 

Pathology and Morbid Anatomy. 



E. ABIAND 8SSPLE, B.A, M-B^ Gaotab^ L.&.1, N.K.C.P^ I 

Phjsician to the NortheastBrn HobihUI for Children, Harknoy ; Pre 

fewor o[ VdoSiI and Aural Phfiiologj and EiBmineriu Adooi- 

tios at Triuit; Collsge, London, eU. et«. 



ILLUSTRATED. FOURTH THOUSAND. 



Trice, CXotht$ 1.00* Interleaved for Notes, $1.2e. 

From ths CoUege and Ciiniail Rteord, 
Eeptemb«r, 1S8B. — "A amall work upon 
Pathology and Morbid Anatomji, that re- 
daoes euob complex subjsets to the ready 
oomprohoneioD of the atudont and praeti- 
tioner, U a very acoeptable addition to 
medical literstare. All the more modern 
topice, Euch as Baeleria and Baoilli, and 
the moat recant (lews a* to Urinarj Path- , 
olo^, find a, plaee here, and in the hands ' 
of a writer and teacher akilled in the art 
of simplifying abatmse snd difficult nab- 
Jecte for easy comprehenBion are rendered 
thoroDghly Intelligible. Few pbysjciana 
do more than refer to the more elaborate 

works for passing information at the time Specimen ol Illustrations. 
it is abeolntel; needed, bat a book like this 

of Dr. temple's can be taken np and perused continuously to the profit and 
instruction of the reader." 

Indiana Msdical Jmimal, December, 1889.— "Bemplo's Pathology and 
Horbid Anatomy. — An excellent compend of the sabjoct from the points of 
view of Green and Payne." 

dtKinriati Mtdical Niki, Notember, 1889,— Semple's Pathology and Mor- 
bid An«lomy.— A valnabls little volume— troly a bhiShbi inparva." 
19 



No. 7. 

ESSENTIALS 



OP 



Materia Medica, Therapeutics, 



AND 



PRESCRIPTION WRITING. 



BY 



HENRY MORRIS, M.D., 

Late Demonstrator, Jefferson Medical College ; Fellow College of Physicians, 

Philadelphia ; Co-editor Biddle's Materia Medica ; Visiting 

Physician to St. Joseph's Hospital, etc. etc. 



SECOND EDITION. FOURTH THOUSAND. 



Price, Cloth, $1.00. Interleaved for Notes, $1.25. 



Medical and Surgical Reporter, October, 1889. 
"Morris* Materia Medica and Therapeutics. — One of the best compends in 
this series. Concise, pithy, and clear, well-suited to the purpose for which it 
is prepared" 

Gaillard's Medical Journal, November, 1889. 
" Morris' Materia Medica.— The very essepce of Materia Medica and Thera- 
peutics boiled down and presented in a clear and readable style." 

Sanitarium, New York, January, 1890. 
"Morris* Materia Medica.— A well-arranged quiz-book, comprising the 
most important recent remedies." 

Buffalo Medical and Surgical Journal, January, 1890. 
"Morris* Materia Medica.— The subjects are treated in such a unique and 
attractive manner that they cannot fail to impress the mind and instruct \v 
a lasting manner.** 

20 



Nob. 8 and 9. 

Essentials of Practice of Medicine. 

By henry morris, M.D., 

Author of '' Essentials of Materia Medlca," etc. 

With an Appendix on the Clinical and Microscopical 

Examination of Urine. 

By LAWRENCE WOLFF, M.D., 

Author of " Essentials of Medical Chemistry,*' etc. 



COLORED (VOGEL) URINE SCALE AND NUMEROUS 

FINE ILLUSTRATIONS. 



SECOND EDITION, 

Enlarged by some THREE HUNDRED Essential 

Formulae, selected from the writings of the 

most eminent authorities of the 

Medical Profession. 

COLLECTED AND ARRANGED BY 

WILLIAM M. POWELL, M.D., 

Author of '* Essentials of Diseases of Children.'* 



Price, Clotli, $3.00. Medical Slieep, $3.50. 

Southern Practitioner, Nashville, Tenn., January, 1891. 
••Morris* Practice of Medicine. — Of material aid to the advanced student 
in preparing for his degree, and to the young practitioner in diagnosing affec- 
tions or selecting the proper remedy." 

American Practitioner and News, Louisville, Ky., January, 1891. 
"Morris' Practice of Medicine. — The teaching is sound, the presentation 
graphic, matter as full as might be desired, and the style attractive." 

Southern Medical Record, January, 1891. 
•'Morris' Practice of Medicine is presented to the reader in the form of 
Questions and Answers, thereby calling attention to the most important lead- 
ing facts, which is not only desirable, but indispensable to an acquaintance 
with the essentials of medicine. The book is all it pretends to be, and we 
eheerftilly recommend it to medical students." 

21 



No. 10. 

ESSENTIALS OF GYN-SCOLOGY. 

EDWIN B. CRAIGIN, M.D., 

Attending Qynasoalogist, Rooeerelt HoepiUl, Out-pBtian(«' Department ; 
AuisC&nt Snrgeon, New York Canoer Hoepital, eta. eto. 

58 FINE ILLUSTRATIONS. 

SECOND EDITION. 



Price, Cloth, $1.00. Interleaved for Ifotes, $1.25. 

Medical and Surgical fie- 
porter, April,1890.— "C»«ie- 
gin's Esaentuila of QytlieaoU 
ogy. — Thia is a most exceU 
lent addition to this seriis 
of question compends, and 
properly used . wUI be of* 
great assistance to the stn- 
dent in preparing Ibr es- 
amioation. Dr. Craij^in is 
to be congratulated upon 
having produced in com- 
pa<:t form the Essentials of 
Gynieoology, The style is 
^ concise, and at the same 
time the sentences are well 
1 rounded. This renders the 
' book far more easy to read 
^ than most compends, and 
adds distinctly to its value. " 
College and Clinical Record, 
April, 1890. — " Craigin's 
Gynsecology. — Students and 
practitioners, general or spe- 
cial, even derive information 
and benefit from the pernsal 
and stady of a carefully 
Specimen a( lUustralians. written work like this." 



Essentials of Diseases of the Skin. 

By HENBY W. STELWAGON, M.D., 
Cllulcal LecEiirer on Dermatology In tbe Jefferson Hedloal Collefie. Fhlladel- 
ptila 1 Physlclau to the Skin Serrli-e of the Northern Dlspenurj' : Der- 
matologist tu PhlUdelphla Uoaplul; Physician to Skin Deuartmeut 
ol the Howard Hospital ; Clinical ProFeMor on Dematofogf In 
the Women's Medical College, Philadelphia, etc. etc. 

74 JLLUBTRATIONS, many of whioh are origmal. 
SECOND EDITION. 



Prios, Cloth, $1.00. Interleaved for Note*, $1.29. 



specimen of Illustrations. 

New York Jl&rficai Jovniat. May, 18B0.— "Stelwagon'i Diieaies of the 
Skin— We are indebted lo Pbiladelphia for another eioellent book on Derma- 
tokigy. The little book nov bsfore U9 a veil entitled "Eesentiab of Derma- 
tokgj," and admirably snawers the parpoee for whioh it i> written." The 
■IperieOBe of the reviewer hu taught him that jnat such ■ book is aeoded. 
We are pleamd with the handsome appearanee of tbe book, with Its clear 
type, good paper, and floe wood-cuts-*' 



No. 12. 

ESSENTIALS 



OP 



Minor 



Surgery, Bandaging, 
Venereal Diseases. 



and 



By EDWARD MARTIN, A.M., M.D., 

Author of "Essentials of Surgery," etc. 

82 ILLUSTRATIONS, mostly specially prepared for this wcrk« 



Price, Cloth, $1.00. Interleaved for Notes, $1.25. 



Medical Nefcs, Phila- 
delphia, January 10,1891. 
* 'Martin's Minor Surgery, 
Bandaging, and Venereal 
Diseases. — The best con- 
densation of the subjects 
of which it treatsyetplaced 
before tHe profession. The 
chapter on Genito-Urinary 
Diseases, though short, is 
sufficiently complete to 
make them thoroughly 
acquainted with the most 
advanced views on the 
subject." 

Nashville Journal of 
MediHneand Surgery ^ N o- 
voraber, 1890.— "Martins 
Minor Surgery, etc., should 
be in the hands of every 
student, and we shall per- 
sonally recommend it toour 
students as the best text- 
book upon the subject." 
Pharmareulical Era, Detroit, Michigan, December 1, 1890— *' Martin's 
Minor Surgery, etc. — Especially acceptable to the general practitioner, who 
is often at a loss in cases of emergency as to the proper method of applying a 
bandage to an injured member." 

24 




Specimen of Illustratioiis. 



No. 13. 

ESSENTIALS 



OF 



Legal Medicine, Toxicology, 



AND 



HYGHEISrii]. 

BY 

C. E. ARMAND SEMPLE, M.D., 

Author of *^ Essentials of Pathology and Morbid Anatomy." 



130 ILLUSTRATIONS. 



Pricef Cloth $1.00. 

InteHeaved fen' Notes • • • » 1.25. 



Southern Practitioner, Nashyille, May, 1890. 

'^Serople's Legal Medicine, etc. — At the present time, when the 
field of medical science, by reason of rapid progress, becomes so vast, 
a book which contains the essentials of any branch or department of 
it, in concise, yet readable form, must of necessity be of value. This 
little brochure, as its title indicates, covers a portion of medical science 
that is to a great extent too much neglected by the student, by reason 
• of the vastness of the entire field and the voluminous amount of matter 
pertaining to what he deems more important departments. The lead- 
ing points, the essentials, are here summed up systematically and 
clearly.'* 

Medical Brief, St. Louis, May, 1890. 

" Semple's Legal Medicine, Toxicology, and Hygiene. — A fair sample 
of Saunders' valuable compends for the student and practitioner. It 
is handsomely printed and illustrated, and concise and clear in its 
teachings." 
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No. 14. 
ESSENTIALS OF 

Refraction and Diseases of the Eye. 



Bt EDWARD JACKSON, A.M., M.D., 

Protestor ot Dlseuef ol the Eye In tbe Philadelphia Poljclldlc and College lor 

GradualeB In Medicine ; Member ol Ihe AmerlOAQ Ophthalmologlcal Bo- 

clety; Fellow o[ the College ol Physicians ot Philadelphia; Kel. 

low of Ibe American Academy o( Medicine, etc etc 

Essentials of Diseases of the Nose and Tliroat. 

By E. BALDWIN GLEASON, M.D., 

Asalstaatintbe Nose and Throat IMspenaaryoI the HoBpltal ol tbe Unlverrit? 

ot Pennsylvania ; Assistant In the Nose and Throat Department ol the 

Union Dispensary : Member ot itie German Medical Society, 

Philadelphia ; Polyclinic Medical Boclety, etc, etc 

TWO VOLUMES IN ONE. PROFUSELY ILLUSTRATED. 



Price, Ctotb, *lMt>. Interlekved for Notet, •1.3a. 



tn ot Eye Illustrations. 



to the student, to the bnq 
reading. The antbois a 
what & etndeat moat needi 



Vidoenity Medieal Mag- 
asiiH, Philadelphia. Ooto-' 
ber. 1890.—" Jackson and 
Qleasan'e Enentials or Dis- 
eueBof the Eye, Note, and 
Throat. — The eubjeeta 
haie been handled with 
I. and the stndent wbo 
aoqiiiras all that here Iay> 
ire him will have much 
-e than a foundation for 
future work." 

Nik -York Mcdicei Rtc- 
erd, Noiember 15, 1890. 
— " Jackson and Qleason 
on DiieucB of the Bye, 
Note, and Throat. — A 
Taloable book to the be- 
ginner in these branobes, 
I as an adjunct to more tborongh 
and as auooesarul teaahsra know 



No. 15. 

ESSENTIALS 



OF 



DISEASES OF CHILDREN. 



BT 

WILLIAM M. POWELL, M.D., 

Attending Physician to the Mercer House for Invalid Women, at Atlantic 
City. N. J. ; Late Physician to the Clinic for the Diseases of Chil- 
dren in the Hospital of the University of Pennsylvania and 
St. Clement's Hospital ; Instructor in Physical Diag- 
nosis in the Medical Department of the Uni- 
versity of Pennsylvania, and Chief of 
the Medieal Clinic of the Phil- 
adelphia Polyclinic. 



Price, Cloth ...... $1.00. 

Interleaved for Notes • • . • 1.25. 



American Pbactitiomeb and News, Loaisville, Ky., December 20, 1890. 

"PowelPs Diseases of Children. — This work is gotten up in the 
clear and attractive style that characterizes the Saunders' Series. It 
contains in appropriate form the gist of all the best works in the de- 
partment to which it relates." 

SoDTHEBN Practitioner, Nashville, Tennessee, November, 1890. 

**Dr. Powell's little book is a marvel of condensation. Handsome 
binding, good paper, and clear type add to its attractiveness.'' 

' Annals of Gynjbcologt, Philadelphia, December, 1890. 

** Powell's Diseases of Children. — The book contains a series of im- 
portant questions and answers, which the student will find of great 
utility in the examination of children." 
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No. 16. 

ESSENTIALS 

EXAMIMTIOIf OF TJEISE. 



LAWRENCE WOLFF, M.D., 
Author of "Eoautuli of Modioli CheDiiitr}r," 



COLORED (VOGEL) URINE SCALE AND NUMEROUS 
ILLUSTRATIONS. 



75 Cents. 



of LlustratioDs. 



DkIVBBSITT UeDICAL UiaAZ[NE, 

Jnne, 1800. 

" Wolff's ExaminatioQ of tlie 

[Trine. — A I ittle work ot decided 

UBDIC4L Record, New York, 
.. August 23, 1890. 

"Wolff's Examination ct 
Urine. — A good m&naal for 
BtndentB, well written , and 
answers, rategoricAlIf, nianj 
questions beginners are snre 



Memphib UanicAL Monthlt, Hempliis, Tennessee, Jnne, 1890. 

"Wolff's Examination of Urine. — Tlie l>ook is praotioal In cbar- 

acter, comprehensiTe as- is deeirable, and a nsefnl aid to the stadent 

in his studies." 



No. 18. 

ESSENTIALS 



OP 



PRACTICE or PHARMACY. 



BY 



LUCIUS E. SAYRE, 

Professor of Pharmacy and Materia Medica in the University of Kansas. 



Price, Olothi SLOO. Interleaved for Notes, $1.25. 



Albany Medical Annals, Albany, N. Y., November, 1890. 

** Say re's Essentials of Pharmacy covers a great deal of ground in 
small compass. The matter is well digested and arranged. Tfie 
research questions are a valuable feature of the book.*' 

American Doctor, Richmond, Va., January, 1891. 

" Say re's Essentials of Pharmacy. — This very valuable little manual 
covers the ground in a most admirable manner. It contains practical 
pharmacy in a nutshell." 

National Drug Register, St. Louis, Mo., December 1, 1890. 
" Sayre's Essentials of Pharmacy. — The best quiz on pharmacy we 
have yet examined." 

Western Drug Record, November 10, 1890. 
"Sayre's Essentials of Pharmacy.— A book of only 180 pages, but 
pharmacy in a nut-shell. It is not a quiz-comi)end compiled to en- 
able a grocery clerk to * down' a board of pharmacy ; it is a finger- 
post guiding a student to a completer knowledge." 
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No. 20. 

ESSENTIALS of BACTERIOLOGY. 



CONCISE AND SYSTEMATIC INTRODUCTION TO THE STUDY 
OF MIORO-ORQANISMS. 



M. V. BALL, M.D., 

AoUUat in MioiOKopy, Nisgark Uoitenitj, Buffato, N. Y. ; Late Baai 
Pbyiiciao Qerman Hcspit*!, Phlltvlelpbia, etc. 



77 IllastrationB, some in Colors. 



Price, Cloth, $1.00. Interleaved for Notes, $1.SS. 



Speeimeo of niuatraliops. 

Medical Nkhb, Phitadeli^w, No>. 2S, 1891. 
" Tbe BmouDt of material coodeDBed in this little book is so great, and wi 
aoennte are the roimul» and metliDdB. that it will be round nsefnl tu a labor- 
atory hand-book." 

Pacific Record of Medicine and Suroert, San FraneiKO, Hov. 15, 1891. 

" Bacteriology \t tbe keynote of future medicine, and eiery pbysioian wbo 
eipeola sneoesa muit tamiliarlie binuelf with a knowledge of Germ-life— the 
agents of disease. 

" This little book with its beautiful illustrations will give the stndents. Id 
brief, tbe results of years of study and reaeareh, unaided." 



No. 21. 

ESSENTIALS OF 



NerroTLs Diseases and Insanity, 

SYMPTOMS AND TREATMENT. 



By JOHN C. SHAW, M.D., 

r ol DlaeaseB o( the Mind and Nervous Sya 

„ Ital Medical School; ConaultlriK NeurolML. .. — 

erlne's Hosultal, and Long Island CollRfte Hospllal: Fonnerlj' 
Medical SuperltttendenC King's Couuty Insane Asylum. 



Clinical Prolesior ol Diseases ol tbe Mind and Nervous System, lioaa: Island 
College Hospital Medical School ; Conaulting Nenmliwlst ta St. Mh. 
-~'~-'sHosu1tal, and Long Island Collefte Hospllal: Foi 



FOBTT-EIGHT 
Original Ulustrations. 



I'rice, Cloth, $1,00. 

Interleaved for Notes, $1.25. 



Boston Medic At mo Surhical 

JODHirAi., Deo. 10, 1 891. 
"Clearly and intalligentiy writ- 
ten." 

MEnicii Brief, Deo., 1891. 

"A valu&ble sddition to this series 

of componds, and one that cannot Tail 

to he appreoiated hj all phpieians and 



New York and Philadelphia, Nov. SI, 

'< Dr. Shaw's Piimer is eioellent as 
Tar as it goes, the iltnstrations are veil 
eiooutedand vory interesting." 



Specimen of Illustrations. 



No. 22. 

ESSENTIALS OE PHYSICS. 



FEED. J. BBOCKWAY, M.D., 

AwlaUnt DemoDsCrator o1 



166 FnrE ILLTTSTBATIOirS. 



Prioa, Cloth, |l.00 net Interleaved for NotM, $1.25 net. 



Specimen ol Illustratfons. 
BEADT SHORTLY. 



ESSENTIALS OF DIAGNOSIS. 

BY 

B. SOUS COHEN, M.D., 
ainlcal Lecturer on Medicine, JelTersaii Medical College, Ptiiliulelpbia. 

ILIiUSTRATBD. 

Price, Cloth $1.00. Interieaved for Note*. $1.36. 



No. 23. 

Essentials of Medical Electricity. 



D. D. STEWART, M.D., 

Demonitrator ol Diseases of the Nervous Sratem itndClileCoC tlie Neuroloicl- 

cal CUnlc la the Jeffersoo Medloal C«1legei Physician to 8L Huy's 
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8EOOND EPmOM . 

flow TO EXAMINE FOR LIFE INSURANCE. 

By JOHN M. KEATING, M.D., 

Medical Director Penn If atom] Life Insuranoe Co. ; Ez-President of the AssocietioD of Life 

Insurance Medical Directors ; ConstUtiuK Physician for Diseases of Women at St 

Acnes' Hospital, Phila. ; Gynecologist to St. Joseph's Hospital, etc 

WItb two liuiKe Phoftot7p« IIIiisti«tloiis, and » PlAto prep|Ared by D^ 

from •poelal Dissoctloiis; alio, munerous eats m> ola^dato the text. 

I^ice, in Olotli, 08.OO. 

PART L has been carefully prepared from the best works on physical diagnosis, 
and is a short and succinct account of the methods used to make examina- 
tions ; a description of the normal condition, and of the earliest evidences of 
disfusf. 

PART IL contains the instructions of twenty-four. Lile Insurance Companies to 
their medical examiners. 



PRESS NOTICES. 

«< This is the most practical manual on this subject that has yet been offered as 
a guide to the medicid examiner for life insurance. The author has had a large 
experience as a medical director of one of the great life insurance companies, 
and it would, therefore, naturally be expected that he would deal with nothing 
but the useful and indispensable in a work of this kind. Every life insurance 
examiner should possess this book, even though he may be experienced in this 
work, for it contains much that is needful in the way of reference that cannot be 
found grouped elsewhere." — Buffalo Medical and Surgical Journal, 

*<This unpretentious volume, m>m the pen of one of our most experienced and 
conservative life insurance medical directors, is just such a book as tne young and 
inexperienced medical examiner needs. It is not a manual of Medical diagnosis, 
though founded upon the best works of that description. It contains those sug- 
gestive hints and recommendations that will be useful to the medical beginner 
and that can only be furnished by the man of experience.*' — The American 
Journal of the Medical Sciences, 

** This is by far the most useful book which has yet appeared on insurance 
examination, a subject of growing interest and importance. Not the least valu- 
able portion of the volume is Part II., which consists of instructions issued to 
their examining physicians by twenty-four representative companies of this coun- 
try. As the proofs of these instructions were corrected by the directors of the 
companies, they form the latest instructions obtainable. If for these alone, the 
book should be at the right hand of every physician interested in this special 
branch of medical science." — Tike Medical News, 

<< The volume is replete with information and suggestions, and is a valuable 
contribution to the literature of the medical department of life underwriters* work. 
^^The United States Review (Insurance Journal). 

*< Naturally, in the prevailing scheme of medical education, special instruction 
in the peculiar duties of the insurance examiner can have no place. The young 
physician may be never so good a diagnostician or pathologist, and yet fail to give 
satisfaction as a medical' examiner. The book before us fills this want."— The 
University Medical Magatine, 



Sent post-paid on receipt of price by the publisher, 

W. B. SAUNDERS, 
913 Walnut Street, 
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'* In presenting this Essay upon the Surgical Treatment of Wonnds 
and Obstruction of the Intestines to the Trustees of the Fiske Fund, 
it is proper to outline the scope of our work, and to state briefly the 
facts and lines of original research upon which our conclusions are 
based. For over two years we have made experiments in the labo- 
ratory upon these subjects, and have carried out in every detail all 
the methods and modifications of operations that have been published 
or which have occurred to us in the course of our own studies. . . . 
In addition to the original work involved in studying so important 
a branch of surgery as the one before us (and which will be found 
represented, graphically, in part at least by a number of tracings), 
we have collected and placed before the reader what we believe to be 
the fullest statistics yet collected upon gunshot wounds of the abdo- 
men." — EX^TRACT FBOM PbBFACB. 
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MEDICAL DIAGNOSIS 

BY 

DR. OSWALD VIERORDT. 



TRANSLATOR'S PREFACE. 

The work of which a translation is here offered is one of the 
best that has yet been written upon the subject. When it first 
came into the hands of the translator he had no thought of ever 
using, it except as a work of reference. But as he read it he 
became convinced that it had such merit that it would certainly 
be welcomed by a large class of readers if it were rendered into 
English. Accordingly, after communicating with the author 
and his publisher, the work of translation was begun, and has 
been prosecuted at such intervals of time a& could be secured 
from an active professional life. If the work shall commend 
itself to others as it has to him, the translator will feel amply 
rewarded for the effort he has made to put it into their hands. 

Here and there slight additions have been made, which the 
translator trusts will increase the value of the work. A very 
full index has been prepared, which, it is believed, comprises a 
reference to every material statement in the book. 

The translation was almost completed when a copy of the 
second edition of the original was received from the publisher. 
The author has made numerous additions which have enhanced 
its value, and the translation has been made to correspond with 
this enlarged edition. It is gratifying to the translator to find 
that a second edition has so soon been called for, and that his 
own favorable opinion has been further confirmed by the fact 
that Italian and Russian translations of the work have been 
made. 

FRANCIS H. STUART 

123 joralemon street, brooklyn, n. y., 
March, 1891. 
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